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\ UCH of our knowledge of epidemi- 
ILology and sanitation is based upon 
the work of men in the medico-military 
services of various countries. 


It was a French medical officer, Al- 
phonse Laveran, who laid the foundation 
for the control of malaria, which, until 
his time, was one of the most fatal 
scourges of tropical countries. 
Laveran was born in Paris in 1845, and 
was graduated from the University of 
Strassburg in 1867. Having a taste for 
the excitement and adventure of military 
life, he entered the medical service of 
the French army, and was so studiously 
intent upon his duties that, eight years 
after his graduation, he was qualified to 
write a treatise on military medicine, 
which was published in 1875, when he 
was only thirty years old. 

In 1880 he was on duty with the army 
in Algeria, where he was appalled by 
the toll which malaria was taking among 
the soldiers, as well as in the civilian 
population. Having trained himself in 
microscopy, he set himself to find out 
the cause of the disease, and on Novem- 
tr 6, of that year, discovered the 
tlasmodia, though it took another year 
'0 work out the various types, so that 
the full description of their life cycles 
end varieties did not appear until 1881. 
His important discoveries were re- 
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warded by his appointment 
in the School of Military Sanitation, in 
Paris, where he was also elected presi- 
dent of the Society of Exotic Pathology, 


cs professor 


and made a member of the Institute 
and of the Academy of Medicine. His 
outstanding contributions to medical sci- 
ence were recognized by the awarding 
of the Nobel Prize, in 1907. He passed 
to his rest in 1922, at a ripe old age. 


Without the labors of Laveran, those 
of Sir Ronald Ross, a British military 
surgeon in India, in discovering and 
proving the anopheles mosquito as the 
vector of malaria, would have been im- 
possible or indefinitely delayed; and no 
one can say how long we would have 
had to wait for a Panama Canal, for 
much of the brilliant sanitary work of 
Gorgas rested upon Laveran’s discov- 
eries, as did also that of Golgi, Grassi, 
and others in the prevention of the 
spread of malaria. 


+ 


In judging people, estimate them by their 
own standard, not by yours.—Manty P. Hatt. 


> 


What Is General Practice? 

HE general practitioner should con- 

sider himself the first line of defense, 
his patient’s defense against disease. If 
he fails, the result may be as serious to 
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his patient as the falling asleep of a 
sentry on guard duty. 

The patient’s only hope, when menaced 
with serious disease which does not give 
rise to unmistakable symptoms, is to 
find a physician who is alert enough to 
recognize the various possibilities. This 
alertness, and the knowledge broad 
enough to cover most of the superficial 
aspects of medicine and surgery, are the 
basis of general practice. 

In reviewing any series of patients 
with missed diagnoses, the conclusion 
most often reached is that the causative 
disease was not thought of. Any disease 
may occur in your practice tomorrow. 
The physician who says, “I never see 
cases of tuberculosis,’’ should say, ‘‘I am 
never on the lookout for tuberculosis.”’ 

It takes real character to be forever 
on the watch for serious illness, as the 
great majority of patients have transient 
ills. When an early diagnosis is made, 
however, the general practitioner has 
rendered his patient a great service. He 
has given him more of a chance for life 
and for happiness. 

Time is the essence of diagnosis. A 
month wasted may make the difference 
between an operable and an inoperable 
carcinoma, If you are not sure of your 
diagnosis and on firm ground, seek con- 
sultation with someone who knows more 
in that field than you do. Your patient 
does not lose faith in you when you do 
your best for him; rather, he tends to 
lose confidence when he feels that he 
is not being offered all the advantages of 
modern specialists and modern knowl- 
edge. 

+ 


Nothing can resist the will of man when he 
knows what is true and wills what is good. 
—Evrnas Levi 
oe 


The Body Does Not Cure Itself 


E ARE so accustomed to thinking 

that the body tends to restore itself 
to normal after injury or disease, that it 
comes as a shock to realize that it can- 
not adapt itself efficiently to a patho- 
logic condition. 

The body’s reaction to any change, 
whether normal or abnormal, is the 
same. As William Welch wrote 45 years 
ago, the body has only the power to 
adapt a given function to a changed con- 
dition. This adjustment, as in the case 
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of developing muscles through exercice, 
is excellently suited to physiological 
changes, but often falls far short when a 
pathological change is threatened. 

“How can one conceive of any pir- 
pose useful to the patient being served 
by filling the air cells of the lung with 
pus cells, fibrin and red corpuscles 
(pneumonia) or by bathing the brain 
and spinal cord with serum and pus 
(meningitis) ?. -The sole weapons of 
defense of the body may aggravate the 
pathologic process.”’ 

Jokl in Clinical Proceedings of the 
Cape Town Post-Graduate Medical As- 
sociation (January 1943) revives this 
brilliant discourse. Welch’s conclusion 
should be remembered: ‘‘There is ample 
scope for the beneficent work of the 
physician and surgeon, since pathologic 
adaptations are by no means always of 
therapeutic value.’’ 

Let all those who advise ‘‘masterly in- 
activity”’ and therapeutic nihilism be sure 
first that they are not being intellectually 
lazy. The body does not drain pus spon- 
taneously until much pain and tissue 
destruction has been suffered; it does 
not cure a cancer; diabetes tends to ag- 
gravate itself and so on. 

It is true that we cannot cause a frac- 
ture to unite, but we can be sure that the 
fragments are in the best position for 
function, and aid in gradually restoring 
that function. 

The author’s studies have shown that, 
contrary to our present day beliefs, phy- 
sical training does not increase resist- 
ance to infection and disease. Good 
health can only be attained through a 
combination of proper feeding, good 
housing, medical care and social organi- 
zation. 

Perhaps we have been wrong in en- 
couraging certain of nature’s processes. 
Possibly cold should be applied to in- 
fections to prevent the appearance of in- 
flammation. Why not think over all our 
treatments, to make sure that we are 
using common sense rather than follow- 
ing tradition? 

> 


All noise is waste. So cultivate quiet- 
ness in your speech, in your thoughts, 
in your emotions. Speak habitually low. 
Wait for attention, and then your words 
will be charged with dynamite,—ELBERl 
HUBBARD, 
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Sulfathiazole in Glycerine 


By EDWARD H. WOOD, M.B., F.A.C.S.,* Ottawa, Canada 
Lt. Col. R.C.A.M.C. (R.F.) 


a. value of glycerine and alcohol in 
the treatment of tissue infection, as 
outlined previously, was well established 
some years ago.1 Now the efficacy of 
the local application of sulfonamides has 
become generally recognized. 

In facing this situation, the problem 
was how to best maintain the value of the 
former and adopt the latter. Another 
question arose as to the satisfaction of 
the advocated methods of application of 
the sulfonamides. As to the latter ques- 
tion, it is evident that there are objec- 
tions to the use of the powder as such. 
This need not be enlarged upon; the mere 
fact of the efforts being made to incor- 
porate it in a vehicle is sufficient proof 
thereof. 

As to the vehicle for the sulfonamide 
powder, various combinations of petro- 
leum products are suggested. The ob- 
jection to these is twofold in the main: 
(1) the petroleum acts as an inhibitor 
of the drug, in that it is water-proof 
and so seals off the drug from the tis- 
sues and bacteria to a substantial de- 
gree, varying with the type of prepara- 
tion; (2) such preparations cannot be 
left in the tissues or cavities as petro- 
leum then becomes a foreign body, can- 
not be absorbed by the tissues and 
therefore becomes walled off into poc- 
kets of encysted pools. 

Another form of vehicle is a non-oily 
paste. These pastes are more or less 
frm in consistency and do not flow 
freely into cavities or interstices of 
wounds. 

Referring to alcohol and glycerine, 
the alcohol element must be discarded. 
It is incompatible with the drug, there- 
fore only the glycerine of this original 
combination could be retained to com- 
bine with the new drug. The value of 
glycerine, beyond being a suitable vehi- 
cle, may be summed up in the following 
modified quotation from the original ar- 
ticle on Alcohol and Glycerinel: “A 


“From the Surgical Service of the Ottawa 
Civic Hospital. 


dehydrating agent such as_ glycerine 
causes a flow of lymph to the surface. 
carrying with it toxic products of infec- 
tion as well as the bacteria. It reduces 
the tissue swelling and intra-tissue pres- 
sure. thus allowing a greater blood sup- 
ply. There is an increase in the deter- 
mination of the system’s antibodies to 
the infected part, thus assisting nature 
to overcome the infection. Glycerine, be- 
sides being hygroscopic in action, is 
definitely antibacterial and so the bac- 
teria discharged into the dressing be- 
come the prey to this action.” 


Sulfathiazole was chosen as being the 
most generally suitable in the types of 
cases under consideration, though the 
other known preparations may be used 
if the type of infection should so indi- 
cate. It is likely that the future sulfona- 
mides which may be produced as time 
goes on may also be exhibited in this 
vehicle, Several strengths of sulfathia- 
zole in glycerine were tried. The result 
has been that 30% sulfathiazole in gly- 
cerine has been found generally the 
most satisfactory. No stronger mixture 
is suggested, but circumstances may 
require as little as 5%. One of these 
circumstances is the sensitivity of some 
individuals to the drug. 


The preparation is easily made by 
mixing the two ingredients in a clean 
mortar with a clean pestle. A smooth 
cream results which is put into a clean 
jar. There is no apparent need to steri- 
lize the mixture. It is known for con- 
venience as ‘‘Sulfathiazole and Glyc- 
erine Cream 30%.’’ This cream has none 
of the disadvantages of the other prep- 
arations. It is chemically stable. It is 
easily made and has a wide field of use- 
fulness. It stands extremes of tempera- 
ture well. 


Sulfanilamide alone and mixed with 
sulfathiazole in varying proportions was 
tried. These preparations are not as 
physically satisfactory as sulfathiazole, 
alone, in glycerine, For example: if 10% 
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of the sulfathiazole is replaced by sulfa- 
nilamide, i.e., 20% sulfathiazole, 10% 
sulfanilamide, glycerine q.s. — the prep- 
aration resulting is a heavy paste which 
does not lend itself to a wide variety of 
uses and which tends to cake easily. 


It will be noticed that it is stated 
merely to see ‘‘that the mortar, pestle 
and container are physically clean.’’ At- 
tempts have been made in the labora- 
tory to culture the resultant mixture 
but no bacteria could be grown. It is 
understood that all sulfonamide pow- 
ders, as now produced, are sterilized at 
their source. 


There is no objection to sterilization 
of the utensils, except that it compli- 
cates the preparing of the mixture. 

After more than eight months of ex- 
perience there are few evidences of 
unsatisfactory reactions. There has not 
appeared the slightest local tissue reac- 
tion. Considerable quantities have been 
sewn into the peritoneal cavity without 
the least sign of peritoneal irritation. 
There is, however, one circumstance 
wherein caution is urged viz., if there 
be a considerable area of denuded skin, 
there seems to be excessive absorption 
with a resultant more or less general- 
ized dermititis which is distressing but 
which clears up shortly with the re- 
moval of the local application and may 


not return if a weaker mixture is used, 


e.g. 5%. This untoward reaction has oc- 
curred in several cases of varicose ulcer 
with associated dermatitis. It is there- 
fore advised that in all such cases the 
weaker mixture be used from the start 
and with caution. It should in such cir- 
cumstances be applied to the skin i.e., 
painted on and covered with dry gauze. 
The gauze should not be soaked in the 
preparation before application. 

The field of usefulness is so large that 
only a few conditions will be enumer- 
ated. some suggestions as to mode of 
applications given, and a few short case 
reports appended. 


Minor Surgery and Accidents 

The part is washed thoroughly with 
soap and water and dried with sterile 
gauze. The cream is then carefully 
rubbed into the wound and over the sur- 
rounding skin, Debridement or whatever 
indicated surgical procedure is carried 
out, more cream swabbed into the 
wound and the wound closed by inter- 
rupted suture without drainage. 

General Surgery 

Any otherwise clean surgical incision 
may well be contaminated from the air, 
breath, etc. Before closure, the various 
layers of the incision should be gently 
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rubbed with the cream and _ closu 
made with an excess of cream left 
the wcund. This is particularly valuable 
in wounds that are apt to become rea- 
dened and juicy, as in herniotomy. 
has proven beneficial in the closure 
breast amputations. Before any sutures 
are placed the whole area is genily 
rubbed with the cream. A non-irrita 
quietly healing wound results, both 
the skin edges and at the surface } 
tween the flaps and the chest wall. 

While on the subject of putting 
cream into clean wounds, it might be in 
order to outline a method of protecting 
abdominal incisions which has been in 
satisfactory use for many years. Afier 
the peritoneum is closed, the required 
number of stay sutures are placed with 
entrance and exits half inch or slightly 
more from the skin margins. They are 
left untied until the skin edges are 
closed with interrupted non-absorbable 
sutures. Next a wooden spatula or 
tongue depressor is trimmed (if re- 
quired) to the length of the incision, 
wrapped in a few layers of gauze and 
placed over the incision. It is held in 
place by a finger at either end and the 
stay sutures tied firmly over the bolster 
which becomes a splint for the wound. 
Over this is placed a thin layer of ab- 
sorbent and one or two strips of elastic 
adhesive strapping, on the stretch, at 
right angles to the wound. The purpose 
of all this is mainly to seal the sterile 
wound away from the air, blanket and 
ward infection, and to keep all and sun- 
dry from looking to see how the wound 
is getting on. 

This looking at wounds has always 
been a source of aggravation both to 
the wound and to the careful surgeon 
One knows that there is no value in a 
look, but how much harm one never 
knows. One can be absolutely sure of 
some. This knowledge is now all the 
more sure since the danger of blanket 
and ward infection is better understood. 
(Shades of Lord Lister!) The bolster, 
now a splint, does just this to the wound 
and so protects it during the carrying 
out of exercises which are so neces: 
sary during the immediate post-opera- 
tive period, and particularly valuable in 
controlling embolism during this period 
The bolster also prevents the stay su 
tures from cutting into the skin, is more 
simple and more quickly applied than 
bits of rubber tubing, and also saves 
rubber. The small dressing is all that is 
needed, (another economy), when there 
is no discharge from the wound. The 
absorbent, instead of gauze, permits the 
adhesive. surface of the strapping to be 








removed from the dressing with facility, 
and is cheaper. This dressing is left un- 
touched till the eighth or twelfth day. 
The patient may be up and about with 
such a dressing and no harm done. All 
sutures are removed at once. To this 
routine closure now is added the gentle 
application of the sulfathiazole and gly- 
cerine cream, 30% to all layers of all 
wounds, including’ so-called ‘‘clean 
wounds.’ Can any of us claim to have 
attained absolute asepsis in our surgical 
procedures? 

Yurther types of cases in which the 
cream has been found useful are: all rec- 
tal operations, especially abscesses where 
it is impregnated into the gauze pack- 






















































































































































































































































































red Bing; all types of abscesses; infected 
‘ith @ hands and fingers; carbuncles; boils; 
itly § peritonitis from any cause; and, infected 
are § sinuses of all types. For peritonitis, it is 
are § poured into the abdomen in quantities up 
ble § to 30 c.c., which contain 9 gms. of sul- 
or § fathiazole. For sinus infections, the re- 
re- § quired quantity is put into a syringe with 
ion, § a rubber tube or canula attached. The 
and § tube is inserted into the sinus, and the 
| in § tip thereof threaded down to the base of 
the @ the sinus, or as far as possible, and the 
ster @ Plunger of the syringe gently pushed 
ind, g home until the cream wells up to the 
ab- @ Surface. Such an application may be 
stic @ Made daily. The same method is applic- 
at able to all infected cavities such as 
pose empyema, mastoid, and so on. 
rile Leucorrhea 
and Here the cream may be swabbed over 
sun @ the vaginal mucous membrane after it 
ound #has been carefully wiped with dry ab- 
_ fp sorbent or applied by means of a tam- 
Vays Hyon. In all types of pelvic repair the 
h tofcream is gently rubbed over the entire 
-©On. @ operative wounds before any sutures are 
in 2 @ placed. 
ever 
i Burns 
the | The only references to the use of sul- 
snket @ fonamides in glycerine, that have been 
tood. g ound after extensive search of the liter- 
ister, ature, is the following quotation, ‘“The 
‘ound Edinburgh School recommends the ap- 
ryingg Plication of sulfanilamide and_ glyc- 
eces- fg etine.”” This is under the heading of 
pera- Burns” in two papers by Broster (2 
le ing & 3). 
eriod The local procedure recommended is: 
y su-fjburns should be treated as soon as pos- 
more sible; all loose pieces of skin and for- 
than#eign matter should be removed, as far 
saves $48 can be with facility and without pain, 
hat isand the cream swabbed freely over the 
there{fburned area. The whole is covered with 
The § Paraffined mesh, then a few layers of 
ts the Sauze followed by at least one inch 





thickness of sterile absorbent cotton, and 
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the whole bandaged firmly with round 
upon round of gauze bandage. This 
dressing requires changing in two to 
three days at first, but later may be 
left longer. On the face it is well to 
use little or no dressing and to simply 


apply the cream, daily at first, then 
less frequently. 
Osteomyelitis 
After thoroughly removing infected 


bone from healthy tissue, the entire cav- 
ity is flooded with the cream. Vaseline 
gauze is lightly packed into the cavity, 
and again the area, including the gauze, 
is flooded with the cream. Vaseline 
gauze is placed over the wound area and 
a cast applied. Before placing of the 
gauze, a Carrel tube is laid into the 
cavity next to the bone. The open end 
of the tube is brought out through the 
cast. Further applications of the cream 
are made through this tube without re- 
moving the cast. These _ injections 
through the tube should be given two 
to three times a week and in varying 
quantities according to the size of the 
involved area. This controls the odor 
and makes changing of the cast much 
less frequent, as well as keeping down 
the infection in the bony cavity. 
Tonsillectomy 

After bleeding has been controlled, the 
cream is gently swabbed into the tonsil 
cavity or a sponge soaked in the cream 
held therein for a minute or two. This 
greatly reduces the local postoperative 
reaction. 

Sloughing malignant tumors: Infection 
and odor herein can well be controlled 
by the frequent application of the cream 
either directly or by soaking the gauze 
that covers the mass in the cream be- 
fore applying the dressing. 

Pre-operative Skin Preparation 

The cream has been very useful as 
the sole agent in cases where the skin 
is excoriated (see case No. 5). It has 
also proven satisfactory on normal skin. 
The area after the usual shaving and 
washing is cleansed with ether, dried, 
and the cream freely swabbed over the 
operative area. 

Compound Fractures 

After debridement the cream is in- 
jected well into the site of fracture, 
the wound left filled with the cream— 
but not sutured — followed by usual 
dressing — setting of fracture and fix- 
ation in skin plaster cast. 

Case Reports 

The following case reports are illus- 

trations of some of these applications: 
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(1) A. J., boy 10: acute gangrenous, 
obstructed appendix, retrocecal with ab- 
scess formation. Appendectomy and 
drainage left a profuse discharging sinus 
of fifteen days’ standing. The cream 
was injected into the tip of the sinus 
by means of a catheter on a 10 c.c. 
syringe. This instillation was carried 
out daily for five days. Two days later 
the sinus closed and remained so. 

(2) Mrs. J. A., age 68: exploratory op- 
eration for a large mass in upper right 
abdomen. An abscess containing about 
twelve ounces of pus and many facet- 
ted gall stones was opened. The con- 
tents spilled freely into the peritoneal 
cavity and was removed as far as pos- 
sible by suction and gentle sponging. A 
large cigarette drain leading from the 
upper end of the abscess cavity, down 
along the sulcus lateral to the ascend- 
ing colon was brought out through a 
stab wound in the right iliac region; 
30 c.c. of the cream were poured freely 
into the abscess and peritoneal cavities 
and the incision tightly closed after 
swabbing it with the cream. The drain- 
age was removed gradually and com- 
pletely in six days. Recovery was un- 
eventful; highest temperature 101.4°, 
normal in three days. The patient was 


discharged on the fourteenth post opera- 
tive day. 


(3) Mr. K. L., age 32: acute perfora- 
tion of the gall bladder of five hours’ 
duration with board-like rigidity. The 
gall bladder was removed; drainage 


and cream as in case (2). Recovery 
was uneventful, and the drain was com- 
pletely removed in five days. The pa- 
tient was discharged on the twelfth post- 
operative day. 

In cases two and three, the method of 
the drainage might be stressed This 
follows the natural course of leakage 
from the upper right abdomen, down 
the lateral gutter or sulcus to the re- 
gion of the cecum. 

(4) Mr. R. S., age 41: acute perfora- 
tion of an ulcer on the anterior wall of 
the duodenum of four hours duration. 
An attached leaf of omentum was gently 
laid over the opening and secured by 
two chromic O-catgut sutures, tied with- 
out tension. No attempt was made to 
otherwise close the perforation. Some 
of the free fluid in the peritoneal cavity 
was removed by suction; 20 c.c. of the 
cream was flooded into the peritoneal 
cavity. The wound was closed, after 
creaming, without drainage. The pa- 
tient made an uneventful recovery and 
was discharged on the sixteenth post- 
operative day. 


CLINICAL MEDICINE 


In cases two, three and fou, wherein 
there was wide-spread soiling of the 
peritoneum, and in which the cream 
was applied in not more than five hours 
elapsed time, there was no postopera- 
tive distension or abdominal rigidity. 

(5) Mrs. S. C., age 49: this woman 
came to operation with a colostomy fol- 
lowing a Mikulicz operation for adeno- 
carcinoma of the sigmoid. The subse- 
quent clamping of the spur had involved 
the small bowel, produced an ileosig- 
moidal fistula which emptied the small 
bowel contents through the colostomy 
opening. The skin of the abdomen was, 
to a large extent, excoriated and in- 
flamed as the result of the digesting 
action of the small bowel effluent. It 
was not a pretty picture or pleasant op- 
erative prospect. The cream _ was 
swabbed freely over the abdominal skin, 
the day before operation, with remark- 
ably prompt and profound relief of the 
intolerable burning. The same _ proce- 
dure was again carried out immedi- 
ately preoperatively in the operating 
room. No further skin preparation was 
used. It should be inserted here that the 


patient was given sulfaguanadine, 1.0 
grammes q.i.d. for seven days before 
the operation, and the colon irrigated 
with 0.8% solution of sulfanilamide 
daily. Through a left rectus incision the 
sigmoid was freed from the anterior ab- 
dominal wall and the ileum cut away 
from the sigmoid. This left the ends of 
the ileum free. They were joined by 
end-to-end anastomosis. The _ sigmoid 
presented almost the same _ picture, 
there being only a bridge of mucous 
membrane and bowel wall about three- 
quarter inch wide joining the two ends. 
This mucous membrane was cut away, § 
care being taken not to interfere with 
the marginal vessels beneath. The ends 
of the sigmoid were trimmed and joined 
by end-to-end anastomosis. Attached 
omentum was tacked around both of 
the anastomoses, and 30 c.c. of the 
cream flooded into the area. A large 
cigarette drain from this region was 
brought out through the old colostomy 
hiatus and the operative incision closed 
after creaming. 
Postoperative Care and Course 

Nothing was given by mouth for three 
days, then clear duid, cautiously in 
creasing the amount during three days; 
general fluids three days, etc. One 
transfusion of 500 c.c. was given im 
mediately and intravenous 5% glucose, 
500 c.c. b.i.d. for four days. Syntropan 
(a synthetic atropine-like preparation) 
1 ampule q.4.h. for three days, this with 












the object of keeping the intestinal tract 
quiescent; Pantopon for pain, gr. \% 
p.r.n., was used instead of morphia with 
the same objective, so lessening the 
stimulating effect of straight morphine. 
There was no vomiting or distention. 
The abdomen remained soft and fiat, 
ie., no evidence of peritoneal irritation. 
The highest temperature was 101.2° per 
rectum on the second and third days, 
temperature became normal on the sixth 
day and remained so. Drainage com- 
pletely removed on the seventh day; 
the bowels moved without aid on the 
sixth day. Patient’s discharge was de- 
layed until she was strong enough to 
travel some two or three hundred miles 
to her home, which was the thirty- 
fourth day. Again note that even after 
definite and extensive peritoneal soiling 
in this case, there was no local inflam- 
matory or infective process. 

This brings us to the point which ap- 
pears to be the most salient, i.e., the 
value of such a preparation in fresh 
wounds. The following suggestions are 
made in order to bring to the injured 
service man or civilian the value of 
modern Chemotherapy as early as pos- 
sible. They are based on no experience 
with war wounds but on the inhibitory 
value of the cream in operative surgery. 

Dr. J. M. Murray of our staff has 
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the # had an opportunity of applying the cream 
ab- # in conditions closely allied to active serv- 
fay @ ice. Following a railway wreck, he 

of § treated six severe cases of compound 





fractures by debridement, injecting the 
cream into the site of the fracture and 
enclosing the limbs in plaster without 
suturing the wounds. All wounds re- 
mained clean and healed by granulation. 
The fractures healed in the normal time. 
§ There was no significant rise in tempera- 
ture. 

Moorhead (5) refers to the first six 
hours after injury as being the ‘“‘con- 
tamination phase’; thereafter comes 
the ‘‘infection phase.’’ He calls the first 
phase the “Golden Period’’ of treat- 
ment, It will be noted that in the last 
four cases presented, the cream was 
applied in the ‘‘golden period’’ and al- 
though the peritoneal cavity was surely 
well sprayed with bacteria, no “‘infec- 
tive phase’’ appeared. 

Moorhead advises the free use of, 
preferably, sulfanilamide powder and es- 
pecially in the sixth hour ‘‘contamina- 
tion phase.’”’ The time element he main- 
tains as the most important. There is 
total agreement with all this, but, how 
can sulfanilamide powder be success- 
fully applied to penetrating wounds, be 
they into soft parts or cavities? Cer- 
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tainly, on active service it will rarely 
be feasible to carry out operative treat- 
ment of wounds before six hours have 
elapsed. It is therefore herein urged 
that sulfathiazole and glycerine cream 
30%, or some similar preparation be on 
hand as far forward or over as broad a 
field as possible, and at the first oppor- 
tune moment a catheter or cannula at- 
tached to a syringe (say 20 c.c.) be in- 
serted as far as can be into all wounds, 
and the entire wound area flooded with 
the cream no matter where they be lo- 
cated or how complicated. This need 
not be a sterile procedure, and can well 
be carried out by orderlies or stretcher- 
bearers as well as medical officers, This 
cream will stand up under extremes of 
temperature and may be transported 
with facility. The cream resists con- 
tamination, and before the ‘‘infective 
phase’”’ would appear to be, at least, 
inhibitory to a wide field of bacterial 
flora. This early and thorough applica- 
tion of chemotherapy should prolong the 
‘Golden Period,’’ postponing the ‘“‘infec- 
tion phase’ to such an extent as to 
bring the great majority of wounds to 
operation before infection has occurred. 

Reed and Orr have shown that the com- 
parative value of the sulfonamides puts 
sulfathiazole in first place in its beneficial 
results in the prevention of gas gangrene 
due to the group of causative organisms 
as a whole. They also point out that the 
time element is most important, showing 
that, up to six hours after the introduc- 
tion of the spores, sulfathiazole is most 
valuable, but with a more prolonged 
elapsed time its efficacy rapidly deterio- 
rates in the power to prevent the devel- 
opment of infection and gas gangrene. 
They also conclude from their investiga- 
tion that “local treatment is superior to 
oral treatment.”’ 

They bemoan the fact that the elapsed 
time in war wounds will, in general, be 
beyond the six-hour period. Certainly the 
time before a wounded man can be oper- 
ated on will, in far too many instances, 
be well beyond this period. This paper 
is presented to show how such an un- 
favorable situation may be alleviated. 

The true value of such a procedure 
can but be ascertained by practice. This 
paper is presented, perhaps in haste, in . 
the hope some in authority in the medi- 
cal services of the forces will give it a 
thorough trial. 

Summary 

1. A simple and practical vehicle for 
sulfathiazole is presented, i.e., Glycerine. 

2. The wide field of usefulness in gen- 
eral surgery is outlined. 

3. The probability of its value in war 






surgery is suggested and it is urged 
that it be given a thorough trial. 

4. The value of the local application 
of sulfonamides has long since been ac- 
cepted. 

5. The use and value of sulfathiazole 
and glycerine cream as a preoperative 
skin preparation is suggested. 

6. Attention is drawn to the ‘“‘con- 
tamination phase’’ of wounds, and the 
early application of chemotherapy is ad- 
vocated. 
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Ocular Changes as an Aid in General 
Diagnosis* 
By OSCAR B. NUGENT, M.D., F.A.C.S., F.LC.S., Chicago, Illinois 


N ORDER to recognize and locate 

pathological changes in the fundus of 
the eye, it is essential that one must be 
able to recognize also the normal find- 
ings and landmarks. 

A normal retina (Fig. 1) presents cer- 
tain characteristic findings which are 
comparable to all retinae. At the geo- 
graphical center of the retina is located 
the fovea centralis, about 3 mm. to the 
nasal side of which is located the 
nerve head or papilla from which 
emerge the arteries and veins and into 
which pass the neuronic fibers of the 
retina on their way to the visual cen- 
ters in the brain. The nerve fibers, how- 
ever, cannot be seen in the normal 
fundus. 

The nerve head is round but, under 
certain refractive influences, sometimes 
appears slightly oval. It has a greyish 
pink or pinkish red hue and the blood 
vessels emerge slightly to the nasal side. 
To the temporal side is seen a lighter 
area, slightly cupped, known as the phy- 
siological cup. At the bottom of the cup 
or excavation is usually seen a few dark 
spots which is the stippling caused by 
the lamina cribrosa through which the 
nerve fibers pass. The physiological cup 
or excavation varies in size in different 
eyes. It may be small, appearing to be 
the size of a pin head, or it may be 
quite large occupying the whole tem- 
poral half of the nerve head or even 
larger extending further towards the na- 
sal side as well. 

The outline or edge of the normal 
nerve head is usually quite clearly 
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Fig.1: The normal fundus (retina) 
eye (Oatman). 


of the 


seen, To the temporal side of the nerve 
head, and sometimes completely sur- 
rounding it, is a white crescent or ring 
formed by the showing of the sclera and 
outside of this, and to the temporal 
side, and at times surrounding the nerve 
head, is a black ring which is caused 
by a showing of the choroid. The optic 
nerve head is about 1% mm, in diam- 
eter but, when seen with the ophthal- 
moscope, appears tu be from 10 to 18 
mm. in diameter. This fact should al- 
ways be kept in mind when attempting 
to locate pathological changes in rela- 
tion to the nerve head. 

The blood vessels supplying the retina 
are the central retinal artery and vein 
with their branches which are plainly 


236 












visible in the retina. The retina can be 
divided into quadrants for convenience 
in describing its blood supply as (a) the 
superior temporal, (b) the superior na- 
sel, (ce) the inferior nasal, (d) the in- 
ferior temporal quadrant. Each quadrant 
is supplied by a branch from the central 
retinal artery and receives its name 
according to its location. (a) the su- 
perior temporal artery, (b) the superior 
nasal artery, (c) the inferior nasal ar- 
tery, (d) the inferior temporal artery. 
The same can be said of the veins. The 
veins, however, are less uniform in their 
location than are the arteries. 

When the retina is in focus, light 
streaks are observed upon the arteries 
which are called light reflex (less 
marked on the veins). The arteries do 
not pulsate in the normal retina. Venous 
pulsation occurs in about 60 to 75% of 
normal retinas and usually at the disc 
near the center. 

The relation of the artery to the vein 
in the retina is not always uniform. 
Usually, however, the arteries are in 
front of the vein in the area surrounding 
the nerve head and behind the veins in 
the periphery of the retina. The superior 
and inferior retinal arteries form a large 
curve or are above and below the mac- 
ula giving off branches, some of which 
proceed towards the macula but never 
cross or enter it. 

As the blood vessels course towards 
the periphery of the retina, they become 
gradually smaller in caliber and small- 
er vessels are seen to branch off. The 
capillaries are so small that they are 
not seen in the normal fundus. The ar- 
teries are often seen to cross the veins 
or to twist themselves around the vein 
usually one half turn or one and a half 

















































the — turns. An artery is never seen to twist 
around an artery or a vein around an- 
other vein. 
ding The color of the arteries is bright red- 
ur B dish yellow while the veins have darker 
Ng BH color, a wine red or a reddish blue, and 
ind B the veins are two to three times larger 
ral @ than the arteries. 
— The macula lutea is the portion of the 
sed retina which possesses the greatest vis- 
pie ual acuity and is situated about 3 mm. 
‘M Bto the temporal side of the nerve head 
e and on a level with its lower border. It 
is easily located because it is much 
al- darker than the surrounding yellowish 
= red retina. (From its center is seen the 
e'a B foveal reflex which is a bright light re- 
tina flex caused by the light being reflected 





by the internal limiting membrane which 
is concave at this point and acts as a 
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concave mirror and from its periphery 
is seen a whitish glistening ring or halo 
called the macular reflex. The fovea is 
best seen with subdued light. There are 
many changes in the appearance of the 
normal fovea due to the patient’s com- 
plexion, age, color of eye, etc. There are 
no visible blood vessels in the immed- 
iate vicinity of the fovea. 

In some individuals, the retina ap- 
pears to have rather large dark spots 
arranged in such a manner as to give 
the impression of mosaic or large is- 
lands between which are pinkish streaks 
representing the choroidal vessels. This 
condition is called tesselated retina, cho- 
roidal fundus or tigeroid retina. It is not 
considered pathological but is caused 
by the choroidal pigment showing 
through, due to a lack of sufficient epi- 
thelial pigment to prevent it. 

Pathology: In describing lesions of the 
interior of the eye of a general diagnos- 
tic value in such a brief presentation, 
it will be necessary to eliminate much 
of the finer details and confine our at- 
tention to the grosser findings. Those 
to be discussed here are retinal hemor- 
rhages, retinitis (albuminuric, diabetes, 
syphilitic leukimic) embolism of central 
retinal artery, thrombosis of retinal vein, 
papillitis, papilledema, optic nerve 
atrophy, glaucomatous atrophy and 
choroiditis. 

Retinal hemorrhage is not as a rule 
hard to recognize as such; hemorrhages 
are seen embedded in the retina and, 
when found, the following conditions 
should be looked for. They are present 
in about 20% of new born babies; es- 
pecially in cases of protracted labor and 
forcep deliveries. In the adult, hemor- 
rhages of the retina are of great diag- 
nostic importance and may indicate the 
presence of such systemic diseases as 
hypertension, nephritis, diabetes, arteri- 
osclerosis and metabolic diseases, cir- 
culatory disturbances, cardiac hyper- 
trophy, valvular stenosis, changes in the 
blood as in infectious diseases, typhoid 
fever, malaria, severe sepsis, influenza 
and tuberculosis. 

Albuminuric retinitis; hypertensive 
retinitis. (Fig. 2) This presents a picture 
quite characteristic and consists of grey- 
ish or dull white (‘‘cotton wool patches’’) 
areas of exudate in the retina surround- 
ing the disc; while, round the macula, 
the spots are smaller and round, vary- 
ing in size, and there are spokes, or 
white lines of exudate, forming in such 
a manner as to give the impression of a 
star which is caused by the white lines 
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Fig. 2: Albuminuric Retinitis (Oatman). 


radiating in a uniform manner from a 
given point. There is a hazziness of the 
disc and retina and there may also be 
hemorrhages in the retina. This condi- 
tion would immediately lead one to sus- 
pect nephritis, as it occurs in about 4% 
of all cases of nephritis, but is much 
more common in cases of chronic inter- 
stitial nephritis. In the cases of puer- 
peral nephritis, there may also be a 
retinal detachment associated with it. 


The earlier in pregnancy these cases 


occur, the worse the prognosis. For- 
tunately, the greatest number appear in 
the later months of pregnancy. 


Diabetic retinitis (Fig. 3) does not oc- 
cur in a very large percentage of dia- 
betes; it shows up in the later stages 
and especially in diabetes in elderly peo- 
ple. Undoubtedly, it is often overlooked 
because of cataract which is not un- 
common as a sequel to diabetes. It is 
more often bilateral, but may appear in 
one eye only. It consists of irregular, 
small, very bright, white spots -which 
appear to be in clusters and are usually 
found in the retina to the temporal side 
of the nerve head and especially in and 
around the macular region. The smaller 
areas of exudate may coalesce to form 
larger areas. Hemorrhages are not un- 
common; they are usually round and 
scattered freely over the fundus. Dia- 
betic exudates are not found in juvenile 
diabetes. Due to the fact that albumin- 
uria is not uncommon in the later stages 
of diabetes, it may be noted that the 
exudate may have much the appearance 
of albuminuric retinitis. 

Syphilitic retinitis is not so easily diag- 
nosed because it does not always pre- 


Fig. 3: Diabetic Retinitis (Oatman). 


sent outstanding characteristics. Some of 
the findings are: dust-like opacities in 
the vitreous and especially in the post- 
erior part. The retina surrounding the 
papilla is hazy and the papilla may be 
hyperemic. Yellowish spots surrounded 
by pigment may be seen in the periphery 
of the retina. There is a tendency to- 
ward the formation of new blood vessels. 


Leukemic retinitis presents a picture 
quite characteristic. The fundus is pale 
and has an orange colored hue. The ar- 
teries are small and the veins are dilated 
and tortuous and often have white lines 
along the vein borders, and the veins 
are bright red. There may be white 
blotches surrounded by a red rim. 
There may be hemorrhages. 

Embolism of the central retinal ar- 
tery produces a characteristic picture. 
The whole fundus is pale; the arteries 
are reduced in size until they appear 
like threads or disappear from view. The 
veins are reduced in size especially near 
the papilla or they may be beaded. The 
retina soon becomes milky white; the 
disc outlines are not easily seen and the 
macula presents a cherry-red appear- 
ance. If a single branch of the artery is 
effected, the picture described above 
will be limited to the quadrant supplied 
by that branch. 

The cause may be found to be valvular 
diseases of the heart; often a mitral 
stenosis is present, especially in endo- 
carditis. 

Angiospasm of the retinal artery may 
present the same picture as described 
in embolism of the central retinal ar- 
tery. It is usually transitory. Angiospasm 
may be associated with general hyper- 
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tension, Raynaud’s disease, erysipelas, 
whooping cough, migraine and quinine 
poisoning. 

Thrombosis of the central retinal 
vein: All of the veins become greatly 
engorged with blood and are tortuous. 
The whole retina is spotted with hemor- 
rhages due to the blood escaping from 
the capillaries. This may be caused by 
arteriosclerosis associated with nephri- 
tis, diabetes or syphilitis. It may follow 
rheumatism, or influenza; also erysipe- 
las or septicemia. It usually occurs in 
elderly people with cardiac or vascular 
diseases associated with nephritis. 

Papillitis is, as the name implies, an 
inflammation, congestion and swelling of 
the papilla or nerve head. It is to be 
differentiated from  papilledema_ or 
choked disc which, to the inexperienced 
observer, sometimes becomes a big prob- 
lem. 

In papillitis, the papilla is swollen and 
due to this and to the exudation, it ap- 
pears larger than normal, the margins 
are indistinct and the disc presents a 
color of dull reddish hue. 

Later, however, due to the exudate, it 
takes on a greyish or Whitish color. The 
arteries are usually normal in size, but 
may be slightly smaller. The veins are 
larger and darker in color and are tor- 
tuous. The arteries and veins, as they 
bend to enter the disc, form a sort of 
hook shape due to their elevation at the 
disc margin and, at this place, they may 
even be burried out of sight by the 
exudation. The disc is swollen up to 2 
or 3 diopters. 

Papilloedema 


(choked disc) (Fig. 4) 


Fig. 4: Papilledema (choked disc) in Brain 
Tumor (Oatman). 
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The papilla is swollen and edematous, 
elevated much higher than is found in 
papillitis even up to 9 diopters. It is, 
also, quite broad and the margins are 
quite well defined, sometimes described 
as having the appearance of a button. 
The color is a greyish red. The arteries 
are narrow and the veins are greatly 
distended. The vessels are elevated in 
the disc and they course back to the 
level of the surrounding retina. The ves- 
sels are often buried out of sight in the 
swollen part of the disc. 

About four of every five cases of 
papilledema are due to brain tumors; 
meningitis with an abundant serous exu- 
dation in the subarachnoid space and 
hydrocephalus internus, brain abscess 
and gumma are some of the many 
causes, 

Optic atrophy is a condition in which 
the disc is quite pale. The pallor affects 
the whole disc and must be distinguished 
from the paleness of the physiological 
cup. The blood vessels are usually con- 
tracted and are smaller in caliber than 
normal. The disc edges are quite sharp- 
lv defined and there is a slight cup- 
ping of the disc (also to be distinguished 
from the physiological cup). 

This may be the very first sign of 
tabes and may be due to syphilis of the 
central nervous system, There may be 
no other symptoms of tabes for years. 
Atrophy may also be due to general 
paralysis or multiple sclerosis. It is oc- 
casionally ascribed to chronic myelitis, 
spastic paraplegia, syringomyelia, bul- 
bar paralysis agitans and Friedrich’s 
ataxia. 


Fig.5: Choroiditis Disseminates (Exudative 
Stage) (Syphilitic) (Oatman). 
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Exudative choroiditis (Fig. 5). The 
outstanding fundus picture is in the later 
stage when pigment begins to show 
through the retina and choroidal colo- 
boma is present. These spots may ap- 
pear in the posterior part of the fundus 
(disseminated choroiditis) or on the 
anterior part (anterior choroiditis). The 
cause is usually acquired syphilis; very 
seldom is it associated with congenital 
syphilis. In many cases, the cause is 
obscure sepsis; anemia and disorders 
of nutrition are sometimes thought to be 
the cause. 

Myopic choroiditis. The changes are 
similar to disseminated choroiditis. The 
process is not inflammatory but degen- 
erative in character. 

Glaucomic disc. The excavation may 
involve only the temporal side of the 
disc as in the early stage and the whole 
disc later. The blood vessels bend over 
the edge of the excavation and some- 
times can be seen coursing to the bot- 
tom and then again on the floor. The 
arteries may pulsate, especially if slight 
pressure is applied to the globe during 
the examination. 


CLINICAL MEDICINE 


Tumors in the fundus are dignosed b: 
the elevation of the retina above its nor 
mal surface. When a swelling is sus 
pected, it can be measured as to height 
by focusing the normal plain of the ret 
ina near the swelling or protrusion not- 
ing the lens over the sight hole and then 
adding plus lenses or decreasing the 
strength of minus lenses until the sur- 
face of the protrusion is in focus and 
the difference in lenses will be the read- 
ing as to the height of the tumor in 
diopters. Three diopters represent a pro- 
trusion or elevation of 1 mm. Therefore, 
if the elevation was six diopters, it 
calculated to be two mm. high. 

Most tumors seen in the fundus are 
malignant. Tumors must be differenti- 
ated from detachment of the retina; this 
is not always easy. The detached retina 
has a pale yellowish appearance while 
the color is more normal over a tumor. 

In detachment of the retina, the 
blood vessels often have a broken ap- 
pearance due to the folds in the retina. 
This does not occur in case of tumors, 
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Summer Asthenia and Addison’s Disease 
By DR. EDUARDO CRUZ COKE,* Santiago, Chile 


EOPLE who spend summer at the 

seaside often present a pigmentation 
of the skin, weakness and adynamia that 
impresses the physician as a case of 
incipient Addison’s disease (hypoardre- 
nia). This confusion is due to the fact 
that certain individuals present two en- 
tirely different phenomena, in the sum- 
mer, producing the above mentioned syn- 
drome that is not related to the adrenal 
gland. 

In warm climates, persons who are on 
a vegetable deficient diet may become 
pigmented due to loss of ascorbic acid 
(vitamin C) as a result of increased 
perspiration. This pigmentation, in per- 
sons exposed to the sun, is very similar 
to that seen in patients with Addison’s 
disease, This is not as strange as it 
might seem as both originate from the 
intermediary products of melanic metab- 
olism. 

This pigmental lability is caused by a 
sudden depletion of the stored ascorbic 
acid, as one of its functions is to main- 
tain the tyrosine metabolism at an ade- 
quate level proportional to the white 
color of the skin. 

Simultaneously, the rise in tempera- 
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ture in summer produces a hypofunction 
of the thyroid gland. This decreased thy- 
roid activity can be produced experi- 
mentally, and may also be observed in 
summer in normal individuals without 
surpassing the physiological limits. In 
some cases, however, this thyroid hypo- 
function reaches a level that is charac- 
terized by a marked asthenia. 

Third, we must remember that in sum- 
mer the increased water ingestion brings 
on a greater loss of sodium chloride; 
the normal individual’s instinct does not 
always adapt itself to the extra inges- 
tion of needed salt. Under normal condi- 
tions, the organism reacts to a salt 
reduction with an increased function of 
the adrenal cortex. However, this is not 
always the case, because some individ- 
uals do not possess the capacity of in- 
creasing their adrenal cortex function. 

The syndrome of summer melanoder- 
mia and asthenia is not primarily an 
adrenal disease but a derangement of 
the thyroid gland and ascorbic acid me- 
tabolism. The role of the adrenal gland 
is of secondary importance. 

Treatment: Thyroid extract is given in 
small doses (5 to 10 cc. daily) and 
ascorbic acid in daily doses of 10 to 20 
cc. 





Goiter, Cancer and Diabetes 
By EMILIAN O. HOUDA, M.D., Tacoma, Washington 


SWISS authority expressed his per- 
<X sonal opinion, in current literature of 
a quarter of a century ago, that the reve- 
lation of primary factors of one of three 
unsolved diseases would point the way 
to the revelation of like factors for the 
remaining two. The afflictions referred 
to were goiter, cancer and diabetes, all 
three of which are very prevalent in 
Switzerland and other countries where 
goiter is endemic. That surmise, as the 
many others expressed in literature on 
each of these afflictions in the last half 
century, was founded on clinical rather 
than immediately factual observations 
in a proper laboratory. 

In a personal communication from the 
late Professor A. J. Ochsner, written in 
1921, he advanced twenty clinical points 
in support of his contention that mi- 
crobes would be proved in time to be 
the ultimate or underlying factors for 
malignant disease. He supported this 
contention with the work done at that 
time by Dr. J. W. Nuzum. The latter 
had cultivated a micrococcus from can- 
cer of the human breast. Repeated in- 
jection of this organism into the breast 
of an adult dog was followed by the 
development of cancer, Nuzum had then 
spent seven years in this work. Scoffers 
regarded the injection of live microbes 
as inciting merely one of the many 
forms of ‘‘chronic irritation’’, justifying 
their criticism on the ground that mi- 
crobes cannot create body cells. Much 
has happened since then. 

Today, as reiterated by every writer 
or speaker on any of these three dis- 
eases, primary factors remain unknown. 
However, pure science has no room 
for mere guesses when unsupported by 
tangible facts. Dr. Hektoen, the present 
director of the National Cancer Institute, 
said in a recent issue of Time maga- 
zine—‘‘Chronic inflammation lays the 
foundation for the development of can- 
cer of the breast.’’ And what else other 
than micro-organic life can cause con- 
tinuing inflammation? 

Ordinary goiter is cumulative evidence 
of rather wild growth of thyroid cells, 
but ever limited within capsular mem- 
branes of the affected gland. The cells 
of thyroid cancer are not limited in 
growth within capsular membranes. 
They eventually break through contigu- 
ous structures, often traveling into blood 
capillaries and lymph channels early, 
and later being carried to distant parts 


to implant themselves and multiply their 
kind without resistance from any known 
source, to form secondary cancers of 
which the original growth is ever a clear- 
cut pattern. 

Diabetes, as generally regarded by 
the profession and the laity, is merely 
a combination of many symptoms that 
are superimposed upon a primary dis- 
ease of the gland which normally makes 
insulin in quantities to meet the needs 
of normal sugar metabolism. 

As yet, primary factors of neither of 
this triad of clinically correlated afflic- 
tions are recognized by the profession 
at large. This despite the fact that those 
which cause goiter have been revealed 
for more than fifteen years. The essen- 
tial requirement for their routine exposi- 
tion, then, in worthwhile objective forms, 
is a matter of processing goitrous tis- 
sue through the only method by which 
they are revealed consistently, in any 
run of removed goiters. 

Microbes, not a supposititious lack of 
an inorganic element, are the underly- 
ing factors of thyroid disease. Indeed, 
as Pasteur postulated in his time—‘‘true 
diseases are all of micro-organic origin,”’ 
a statement which has stood unchal- 
lenged since first uttered, as Pasteur 
himself did in a contra-challenge of the 
French Academy of Medicine. As later 
shown, then without fear of contradic- 
tion from any source, such origin is 
revealable through one only of the few 
sciences that encompass the whole field 
of scientific medicine. 

Micrococcus goitrogenes, with all that 
this name implies, was found present in 
and cultivated from the large majority 
of goiters personally studied, Its culti- 
vation from specimen tissue, obtained 
aseptically immediately on removal of 
goiter, has been a matter of personal 
routine for many years. This organism 
not only subscribes fully to Koch’s postu- 
lates, but a product made of mass cul- 
tures (anti-goiter vaccine) has long 
proved itself effective in the pre- and 
postoperative treatment of the active 
phases of thyroid disease. 

Goiter is the very first tumor to be 
definitely proved as to most primary 
factors; and, since cancer of the thyroid 
gland appears late in the course of long 
unheeded thyroid disease, the same or- 
ganisms present in this malignant phase 
are quite readily identified as common 
to the general run of endemic goiter. 
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In all instances, malignancy here as 
elsewhere is not a specific disease in 
the true meaning of the term. Rather, 
as the common sense born of extensive 
study dictates, it is a singular late 
phase of the preceding affliction in 
which cancer makes its initial appear- 
ance. For this last reason, goiter mi- 
crobes are regarded as the ultimate or 
underlying factor of thyroid cancer. 

Moreover, collateral studies of tissue 
obtained from the common run of surgi- 
cal tumors (both benign and malignant) 
have shown the presence of micro-organ- 
ic life in almost every instance. Those 
cultivated from either malignant or non- 
malignant tumors, I regard as having 
played a basic role in the development 
and progressive growth of the tumor 
from which they were propagated. A 
new field of tumor bacteriology is thus 
opened for qualified pioneers. 

With two points of the above men- 
tioned triad determined beyond question 
of doubt, thereby forming the base line 
of a suggested triangle, they each point 
to like factors which must account for 
the slowly degenerative pathology as usu- 
ally present in the tail of the pancreatic 
gland of diabetics. This structural and 
physiological pathology has many of 
the degenerative features commonly 
found in the more accessible goitrous 
thyroids. When diabetic symptoms ap- 
pear, as they frequently do in the course 
of active thyroid disease, one is justi- 
fied in incriminating goiter’s primary 
factors as the underlying cause. Other 
like factors of infectious nature probably 
account for the common run of diabetics 
in which a diagnosis of primary thyroid 
disease is out of question. The ideas 
which prompted mere surmises are now 
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crystallized in tangible facts, and the 
problem here is at last reduced to a 
mathematical formula—an _ equilatera] 
triangle. Each point representing a 
common denominator for goiter, cancer 
of the thyroid, and the diabetic syn- 
drome which appears in the course of 
toxic goiter. 

To satisfy every honest doubt on this 
score, at the same time brushing aside 
the criticisms of scoffers, attention is 
directed to one outstanding reason why 
primary causes of either of this triad 
of diseases could not be revealed ex- 
cept through the last of the following 
basic sciences: (1) Anatomy, which is 
concerned only with gross structure; (2) 
Histology, which regards minute anat- 
omy as observable with the micro- 
scope; (3) Physiology, which regards 
normal functions and purposes of every 
part of the body; (4) Chemistry, which 
is concerned exclusively with the 92 
known elements of our universe, and 
their interplay through natural affinities 
in the construction of a limitless list 
of compounds; (5) Pathology, which is 
concerned exclusively with the complex 
and often bizarre departures from nor- 
mal standards as determined through 
the first four of the mentioned sciences, 
which departures must ever be regard- 
ed as effects of primary factors, and 
regardless of whether the latter are 
known or still veiled in dark mystery; 
and (6) Microbiology, the most crucial 
science whose revealed items are ab- 
solutely necessary to a comprehensive 
appraisal of diseases in _ general, 
through which primary causes of more 
than a hundred specific diseases have 
been revealed thus far. 
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Pulmonary Infarct 


The first symptom of a pulmonary in- 
farct is usually hemoptysis. Pain in the 
chest accompanies the spitting of blood 
or blood-tinged sputum. A moderate ele- 
vation of temperature and leukocytosis 
follow. Signs of consolidation and often 
a pleural friction rub will be found on 
examination. 

On the roentgram, the infarct shadow 
will always be found adjacent to a pleu- 
ral surface, either peripheral or inter- 
lobar. The typical triangular shape seen 
at necropsy will not be demonstrated 
unless both lateral and anteroposterior 
films are taken. The shadow is usually 
located in the lower portion of the lung 


field and, in its early stages, is often 
sharply demarcated, except at the med- 
ial border. A pleural effusion may con- 
ceal the infarct, or the edges may be- 
come fuzzy, due to secondary bron: 
chopneumonia. 

Given such a history, the appearance 
of fever and increasing, foul sputum 
after some days or weeks would indi- 
cate that a lung abscess has formed, 
which can be located with the x-rays. 
If heart disease is present (one of the 
common causes of pulmonary infarcts), 
the degree of myocardial insufficiency 
becomes more pronounced.—E. CHESTER, 
M.D., in Radiol., Dec., 1942. 





Early Laminectomy for Spinal Cord Injury 


By FOSTER KENNEDY, M.D.,* PETER G. DENKER, M.D.,+ 
RAYMOND OSBORNE, M.D.,** New York City 


The general practitioner has a respon- 
sibility to the patient with an injured 
back. In all cases where the cord may 
seem to be severed, much good may 
be done by surgical exploration and 
removal of bony pressure. The patient 
has everything to gain and nothing to 
lose. 


Se controversy over whether lamin- 
.ectomy should be performed more fre- 
quently in cases of injury to the spinal 
cord is reviewed, and a study of the lit- 
erature is presented. There has been a 
pendulum-like swing from conservatism 
to radicalism and back to conservatism 
again. At present, most neurosurgeons 
seem to be excessively conservative in 
the treatment of this condition. Two il- 
lustrative cases in our experience at the 
Bellevue Hospital are presented. In 
these cases severe injury to the cord had 
been sustained, and, because of the ap- 
parent hopelessness of the situation, the 
neurosurgeons were reluctant to operate. 
However, they were finally persuaded 
to perform laminectomy, since we felt 
that nothing was to be lost, and pos- 
sibly something might be gained, by 
such a procedure. In these cases definite 
lesions were encountered, which were 
helped by the surgical intervention. Scar- 
ring, fractures of laminas which did not 
appear in the roentgenogram, spicules of 
bone within the substance of the cord 
and other lesions were discovered when 
the cord was exposed; so it was felt 
that operation had really contributed a 
great deal to recovery in these cases. 
We, therefore, advocate more frequent 
laminectomy in cases of injury to the 
spinal cord, for the following reasons: 

1. It is impossible to determine by 
neurologic examination, at the time of 
the accident, whether the cord has been 
completely severed or whether function 
has been physiologically interrupted. 

2. Roentgenograms of the spine are 
by no means conclusive as to the pres- 
ence of fracture of the laminas; on the 
other hand, spicules of bone may be 
pressing on the cord without appearing 
on the roentgenogram. 

3. In the presence of manometric 
block, laminectomy should always be 
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performed, regardless of whether it is 
felt that the injury to the cord is com- 
plete or not. 

4. The operative mortality associated 
with laminectomy is so low that it should 
not be a factor in decision to operate. 
The operation is much less dangerous 
than is a diagnostic laparotomy. 

5. No statistically followed series of 
cases has yet been reported in which 
treatment with laminectomy was em- 
ployed in alternate cases. Such a study 
is advocated to decide the merits of this 
operation. 

6. When operation is decided on, lam- 
inectomy should be performed early, 
since a case of injury to the spinal cord 
is a surgical emergency, and a delay 
of two to six weeks for ‘‘spinal shock’’ 
to subside is a needless waste of time. 

Illustrative Cases 

Case Number One: J. L., aged 54; an 
Italian laborer admitted to the Bellevue 
Hospital Neurological Service on Octo- 
ber 8, 1939, after having fallen down a 
flight of stairs the previous afternoon 
and injuring his back. Immediately after 
the injury, he noticed pain in the back 
of his neck, radiating down both arms. 
Twenty minutes later, he felt uncomfort- 
able sensations in his feet and lower 
legs and was put to bed at home. The 
paresthesias gradually spread up his 
legs and lower trunk and that afternoon 
urinary retention appeared. 

All the limbs were weak, but the 
shoulder girdle muscles were of good 
power; power in the hands was severely 
impaired. The legs were almost com- 
pletely paralyzed. Deep reflexes were 
present in the arms, but diminished. The 
knee and ankle jerks were present on 
the right and could be obtained on the 
left only by reinforcement. The abdomi- 
nal reflexes were absent. The plantars 
were equivocal bilaterally. All sensation 
was lost below the sixth cervical 
vertebra. The patient was not in shock. 

Lumbar puncture was immediately 
performed, with a finding of 90 mms. 
of water pressure. There was a com- 
plete block of jugular compression and 
amyl nitrite. X-ray of the spine revealed 
a fracture of the articular process of 
the 7th cervical vertebra and backward 
displacement of the body of the 7th cer- 
vical vertebra. 

Surgical consultation was obtained and 
it was the opinion of the surgeons that 
no operation be performed, but that the 
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patient be kept in hyperextension. The 
next 24 hours revealed definite progres- 
sion of this man’s paralysis. 

Lumbar puncture was repeated on Oc- 
tober 10th; manometric block was again 
found. The patient was then seen by 
one of us (F.K.) who advised laminec- 
tomy. 

Operation was performed by Dr. J. 
Lawrence Pool on October 10, 1939; 
laminectomy and removal of the arches 
of cervical 4 to cervical 7; the dura was 
opened longitudinally with exposure of 
the spinal cord. ‘‘Spinal cord was large, 
fusiform and yellowish. A small amount 
of clotted blood was found at the site.’’ 
The cord was decompressed and the 
usual closure performed. 

Immediately after the operation, power 
began to return in the legs and sensa- 
tion slowly improved, At the end of four 
weeks the patient was able to stand. 
The legs were slightly spastic. The knee 
and ankle jerks were brisk; the left 
being greater than the right. Some weak- 
ness still persisted in the right hand. 
A slight reduction of sensation was found 
below the 7th cervical segment. Further 
improvement was gradually noted. The 
patient was discharged December 4, 
1939, walking very well with only slight 
spasticity and needing no support. There 
was still a slight amount of weakness in 
the right hand. Sensation had improved 
markedly with a slight amount of hypal- 
gesia present below T3 on the right and 
T10 on the left. 

Case Number Two: F. K., a 23 year 
old tunnel worker, struck by a large 
boulder across his back on the morning 
of December 30, 1937, was immediately 
brought to Bellevue Hospital in shock. 
On examination he showed marked 
weakness in both legs, with hypalgesia 
and loss of sensation below L2. The ab- 
dominal reflexes were absent. The knee 
and ankle jerks could not be obtained. 
Vibration and position sense were ab- 
sent in his legs. There was bladder and 
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rectal incontinence and perianal sensa- 
tion was also lacking. 


A lumbar puncture was performed. 
Spinal fluid was blood tinged. Complete 
manometric block was present. X-ray 
showed a comminuted compressed frac- 
ture of L 1, 2, 3, and 4 vertebrae. This 
was especially evident in the second lum- 
bar vertebra which was completely split 
by the vertebra above it. There were 
also fractures of the 7, 8, 9 and ‘0 
ribs on the right. 

The patient rallied quickly from his 
initial shock, so that a laminectomy 
was performed by Dr. A, Kaplan that 
same day (December 30, 1937). The 
arches of the vertebrae T 12 to L 4 were 
exposed and the usual laminectomy per- 
formed. A good deal of liquified blood 
infiltrating the superficial fascia was 
found dissecting the fascia away from 
the lumbar space. This blood did not 
clot. The fascia and muscles were strip- 
ped away subperiostieally from L1 to L3 
inclusive, revealing a fracture of the sec- 
ond lumbar spine. Laminectomy exposed 
the dura, which, at its lower border, 
was found to be definitely constricted 
by a shelf of bone. The spines and lam- 
inae of Li and L3 were also removed 
and the cord began to pulsate freely. A 
fine catheter was then introduced in both 
directions extradurally and no obstruc- 
tion was encountered. The wound was 
closed in the usual manner. 


Gradual improvement occurred, the 
patient began to void spontaneously in 
one week and the abdominal reflexes re- 
turned in two weeks. Power in his legs 
slowly returned, and the patient was out 
of bed in March, 1938, gradually walking 
about more. He was discharged on Au- 
gust 30, 1938 with excellent power in his 
legs and only a slight sensory change 
persisting below Ll and 2 on the right. 
At the time of discharge, he was voiding 
well and had good control of the rectal 
sphincters. 


Coming Articles 


Principles of Management of Nasal 
Deformities — By M. I. Berson, 
M. D., New York City. 
Tired, Weak, Exhausted, De- 
pressed Patient—By J. A. Turn- 
bull, M. D., Boston, Mass. 
Psychosomatic Aspects of General 
Practice — By Edward Weiss, 
M. D., Philadelphia, Pa. 
Bronchial Asthma: Clinical Considera- 
tions—By L. H. Criep, M. D., 
Pittsburgh, Pa. 


The 


Simple Resuscitation of the New Born 
—By R. L. Gorrell, M. D., Cla- 
rion, Iowa. 

Early Syphilitic Lesions of the Cervix 
—By J. W. Sharp, M. D., Dallas, 
Texas. 

Wrong Use of Folliculine (Estadiol, 
Feminine Hormone) — By E. 
Cruz Coke, M.D., Santiago, Chile. 

Treatment of Intestinal Protazoa and 
Helminths—By Drs. Faust, D’ An- 
toni, and Sawitz, New Orleans, La. 





GRADUATE COURSE 


Head Injuries, Part IT 


Methods and Value of 
Roentgen Examination of 


Head Injuries 


By E, L. JENKINSON, M.D.,* and 
W. H. BROWN, M.D., 
Chicago, Illinois 


OENTGEN examination of the skull 

following head injuries has become 
adopted almost universally as a routine 
measure. Proper use end methods are 
important, however, to derive full benefit 
from this diagnostic procedure. All phy- 
sicians must understand the limitations 
as well as the value of roentgen examina- 
tion of the skull. Lethal head injuries are 
not unusual in the absence of post- 
mortem evidence of fractures of the 
cranium, The presence or absence of a 
skull fracture, therefore, does not nec- 
essarily determine the presence or ab- 
sence, location, severity, or prognosis of 
brain injuries. Treatment of the brain 
injury always being of primary con- 
sideration, immediate treatment of head 
injuries rarely requires roentgen exam- 
ination. 


Most head injuries are now treated 
nonsurgically. The roentgen examination 
should be postponed until there is 
jJefinite clinical improvement or until all 
signs and symptoms of brain injury have 
disappeared. A thorough and careful 
roentgen examination is then advisable 
and may be accomplished without harm 
to the patient. Patients without skull 
fractures may become ambulatory, 
whereas those with demonstrable frac- 
tures require additional supervision even 
in the absence of clinical symptoms or 
signs. 


Three conditions warrant surgical in- 
tervention following head injuries: (1) 
middle meningeal artery hemorrhage, 
(2) subdural hematomas, and (3) de- 
pressed skull fractures with localized 
signs and symptoms of cerebral injury 
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or irritation. Roentgen examination by 
means of mobile roentgenographic units 
may corroborate one of the above con- 
ditions when the clinical evidence is not 
sufficiently conclusive. Minimum ma- 
nipulation of the head is essential. An an- 
teroposterior and both lateral views us- 
ually can be obtained. Whenever possible 
a view should be taken with the point of 
maximum injury centered nearest to 
the film. This view demonstrates most 
fractures of the cranial vault. (The use 
of a Lysholm grid frequently enhances 
the diagnostic quality of portable films.) 


The demonstration of skull fractures 
by means of portable roentgen examina- 
tion of patients having signs and symp- 
toms requiring surgical procedures is 
valuable confirmatory evidence. The ab- 
sence of a demonstrable fracture, how- 
ever, should not exclude or postpone sur- 
gical intervention if definite clinical in- 
dications are present. The classical signs 
of a middle meningeal hemorrhage in- 
clude: (a) dilatation of the pupil on the 
side of the hemorrhage, (b) contralateral 
evidence of motor weakness, and (c) 
progressive stupor and coma with or 
without a lucid interval. Such cases re- 
quire surgical intervention regardless of 
roentgen findings. The localization of the 
hemorrhage should depend upon clini- 
cal findings also as the arterial injury 
can occur on the side opposite the bone 
injury. The clinical evidence of a sub- 
dural hematoma is frequently indefinite 
and misleading, Symptoms may develop 
hours, days, months, or even years 
later. The onset is frequently insidious 
and the manifestations protean. Subdural 
hematomas may follow trivial injuries. 
Bilateral hematomas are not uncommon. 
Roentgen examination seldom provides 
definite information. Encephalograms or 
unusual calcification may be valuable. 


All patients with depressed skull frac- 
tures do not require surgical procedures. 
Surgery should be limited to patients 
with localized signs of cerebral injury 
or irritation. Portable roentgen examina- 
tion may corroborate the exact location 
and extent of the depressed fracture. 
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The principal value of roentgen exami- 
nation following head injuries is in the 
large group of patients not requiring sur- 
gical treatment. Roentgen examination 
of these patients should be postponed un- 
til clinical signs of cerebral injury are 
negligible or absent. The patient should 
be in sufficiently good condition to be 
moved to the roentgen department on a 
stretcher and should be able to co- 
operate. Roentgen examination of such 
patients should determine (a) the actual 
presence, absence, extent, and character 
of a skull fracture; (b) the presence or 
absence of depressed fragments; (c) the 
possibility of serious injury to vital 


structures adjacent to any fracture pres- 
ent; and, (d) the necessity of additional 
rest and supervision in the absence of 
clinical evidence of brain injury. 


Certain views of the skull are essential 
to demonstrate or exclude fractures. (De- 
tailed descriptions of all positions may 
be found in any good textbook of diag- 
nostic roentgenologic technique.) The 
positions which must be taken include: 
(1) a posterior-anterior or frontal view, 
(2) an anterior-posterior or occipital 
view, (3) a right lateral or parietal, 
(4) a left lateral or parietal, (5) a 
submental-vertex or basilar view, and 
(6) the so-called nose-chin position. 
Other positions are optional. The sub- 
mental-vertex view may be reversed if 
there is a question of injury of the facial 
bones. Injuries of the nasal bones re- 
quire additional views. 


Stereoscopic views of the cranium are 
of value in the presence of questionable 
fractures but those taken of only one 
side of the skull are never a substitute 
for the opposite lateral view. Perfect 
alignment of the patient’s head and ab- 
solute immobilization are imperative for 
a satisfactory examination. 


Most fractures of the frontal or occipit- 
al bone are demonstrated in the pos- 
terior-anterior and _  anterior-posterior 
views. Displacement of a calcified pineal 
body is valuable evidence of cerebral 
injury of the hemisphere opposite the 
displacement. The two lateral views dem- 
onstrate most fractures of parietal and 
temporal bones. The mandible and other 
facial bones should be included on the 
lateral films. The submental-vertex and 
nose-chin positions most frequently 
demonstrate basilar skull fractures an- 
terior to the foramen magnum, Frac- 
tures of the facial bones may be demon- 
strated but are easily obscured. Hazi- 
ness or obliteration of any of the para- 
nasal sinuses may result from an ante- 
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rior basilar fracture with extravasation 
of blood and cerebrospinal fluid. The 
necessity of adequate views of the skull 
following head injuries cannot be over- 
emphasized to prevent the false sense 
of security obtained from negative but 
incomplete roentgen examinations. 


Linear fractures of the skull must be 
differentiated from the normal markiigs 
of the cranium produced by sutures and 
meningeal arteries and venous channels. 
Linear fractures are usually blacker, 
have a_ sharper outline, and rarely 
divide. Stellate or crescentic fractures 
are seldom difficult to differentiate. De- 
pressed fractures have a white line of 
double bone density at some place along 
the course of fracture, although a de- 
pressed flap fracture may have only a 
semilunar widening of the fracture line. 
Fracture lines demonstrated on both 
lateral views are sharper, blacker, and 
narrower on the affected side. Old skull 
fractures should be excluded when the 
patient’ has had a head injury within 
the previous two or three years. 


The value of roentgen examination in 
determining the extent of injury to vital 
structures adjacent to a possible skull 
fracture depends upon the extent and 
location of a fracture, if present. The 
location of the fracture is important for 
it usually indicates the point of maxi- 
mum injury to underlying tissues in the 
absence of clinical signs and symptoms 
of a middle meningeal artery hemor- 
rhage or a subdural hematoma. The ex- 
tent of the fracture also indicates the 
degree of violence causing the injury. 


Summary 


(1) The immediate treatment of head 
injuries rarely requires roentgen ex- 
amination. 

(2) The roentgen examination of pa- 
tients having head injuries not requiring 
surgical procedures should be postponed 
until there is definite clinical improve 
ment or until signs of brain injury have 
disappeared. 


(3) Portable examinations by means 
of mobile roentgenographic units should 
be limited to patients having signs and 
symptoms warranting surgical interven- 
tion: (a) a middle meningeal artery 
hemorrhage, (b) a subdural hematoma, 
or (c) a depressed skull fracture. Roent 
gen evidence of a fracture confirms 
the clinical diagnosis. The absence of 
a demonstrable fracture does not pre- 
clude vascular or brain injury. A sub- 
sequent complete examination should be 
made in the roentgen department when 
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clinical signs of brain 
negligible. 


(4) Adequate roentgen examination 
of patients with head injuries requires 
transportation to the roentgen depart- 
ment and full cooperation of the patient. 
The minimum views essential to demon- 
strate or exclude skull fractures are: 
(a) posterior-anterior or frontal, (b) an- 
terior-posterior or occipital, (c) right 
lateral or parietal, (d) left lateral or 
parietal, (e) submental-vertex or bas- 
ilar, and (f) nose-chin position. 


5) The location of a skull fracture 
usually indicates the point of maximum 
injury to underlying structures. The ex- 
tert of a skull fracture frequently indi- 
caies the degree of violence causing the 
head injury. 


injury are 


Comments 
By WALTER E. DANDY, M.D. 


Adjunct Professor of Neurological 
Surgery, Johns Hopkins University 
School of Medicine. 


1. What head injury patients should 
be operated upon? Answer: (a) Those 
with depressed fractures; (b) Those 
with increased intracranial pressure, 
when coma deepens. 

2. How may such patients be recog- 
nized by the general practitioner (to 
avoid movement of those patients not 
requiring neurosurgical consultation)? 
Answer: Patients should be transported 
to a neurosurgeon, or one called into 
consultation at home, when it is evident 
that the patient’s state of unconscious- 
ness is deepening. 


THE SEMINAR 


Readers are invited to submit problems 
to the Seminar and take part in the dis- 
cussions, which should reach this office 
by the 10th of the month following the 
appearance of the problem. Send prob- 
lems and discussions to THE SEMINAR, 


CLINICAL MEDICINE, Waukegan, III. 


The New Seminar 
HE SEMINAR has long been a popu- 


lar feature of CLINICAL MEDICINE. 
Many readers have said that they enjoy 
the presentation of a case and the mental 
exercise in being a medical detective. 
Few of the readers could be prevailed 
upon to send in written discussions on 
such clinical problems, however. 


To encourage you to send in problems 
and discussions, the rules of the game 
are being simplified. You must sign your 
problem or discussion with your full 
name and address, but we will print 
the material and attach only your 
initials. This procedure will encourage 
those readers who have said that they 
would like to send in a few notes, but 
“hated to stick their necks out.’ 


Your case histories should be para- 
graphed so that one can tell at a glance 
the history, physical findings, laboratory 
findings and course, This will enable one 
to spot more quickly the elimination of a 
vital test or finding or symptom. 

The problems submitted should be (1) 
those of fairly common occurrence, (2) 


those diagnosable on the basis of history, 
physical examination and simple labora- 
tory tests (urinalysis, blood count, Was- 
sermann test, tuberculin skin test) and 
(3) those in which the case history is 
given adequately enough so that we can 
visualize the patient. Preferably, it 
should be possible to make the diagnosis 
in the physician’s office or the patient’s 
home, although hospital patients may 
be used. 


Because our space is sharply restrict- 
ed, it would be advisable to have each 
discussion of a problem begun with a 
list of conditions which must be con- 
sidered in making the differential diag- 
nosis. Many men feel that if they list 
more than three possible causes they are 
showing diagnostic weakness. The re- 
verse is true. Unless a condition is 
thought of, it will never be diagnosed. 

+ 


Problem No. 3, 1943 (Medical) 
Presented by M. P. N., M.D. 
Columbia, Mo. 

A Negro man, 61 years of age, was 
first seen in the outpatient clinic on 
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September 6, 1940. The chief complaints 
were:— 

1. ‘‘Misery’’ in the stomach 

2. Swelling of ankles 

3. Shortness of breath 

4. A 15 pound weight loss 

The ‘“‘misery,’’ edema, and dyspnea 
were noticed approximately one month 
prior to his first visit to the clinic. The 
‘“‘misery’’ was found to be a painful 
discomfort in the epigastrium, initiated 
by the ingestion of food, and lasted for 
approximately one hour after each meal. 
The ankle swelling had progressively 
increased. Dyspnea, amounting to orthop- 
nea, was likewise progressive, with 
periods of greater severity that were 
referred to as ‘‘spells.’’ Past history was 
essentially irrelevant; he had experi- 
enced no leg ulcers, no night sweats, no 
previous cardiac embarrassment, air 
hunger, or severe illness, There was no 
history of personal or family syphilis, 
malignancy or tuberculosis. 

Examination. He was dyspneic and 
this was markedly evidenced following 
even minor physical exertion. There was 
a husky voice with a nonproductive 
cough made worse by lying down. Crepi- 
tant rales were heard in both lung bases. 
The ankles were edematous; the liver 
was palpable 3 cm below the costal mar- 
gin at the right mammary line, and there 
was tenderness in the epigastrium. There 
was fluid in the abdominal flanks and 
a wave was transmitted from one side 
of the abdomen to the other by percus- 
sion. There was a strong radial pulse, 
a visible and palpable apex beat in the 
left 6th intercostal space 3 cm outside 
of the left midclavicular line, and at the 
apex there was a soft systolic murmur. 
The blood pressure was 128/100, and the 
pulse rate was 120 and rythmic. There 
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was anorexia and insomnia. 

He responded fairly well to bed rest, 
phenobarbital and digitalis therapy for 
4 weeks. Then the manifestations pre- 
viously recorded became exaggerated. 
The cardiac sounds were very muffled 
and distant, but the radial pulse was 
strong. The apex impulse was neither 
visible nor palpable. The cardiac size 
had increased greatly. 

Under hospital care and strict bed con- 
finement, three days later the findings 
were not materially altered except that 
the cervical veins were now conspicuoiis, 
air hunger was great, tachycardia per- 
sisted, the intercostal spaces of left and 
right sides now showed some bulging, 
and there was a respiratory rate of 37. A 
gastric analysis revealed retention of 
food, anacidity, a few Boas-Oppler 
bacilli, and pus cells. The blood Kahn 
was negative. Total white blood cell 
count was 4,700; with 43% lymphocytes, 
3% large mononuclears, and 54% poly- 
morphonuclear neutrophils. The total red 
cell count was 3,750,000 and hemoglobin 
(Dare) 60%. Urinalysis revealed a 24 
hour output of 560 cc., a marked amount 
of albumen, hyaline, epithelial, and 
granular casts, a rare blood and pus 
cell, and numbers of triple phosphate 
crystals. 

The temperature was consistently be- 
tween 98 and 100° F. From the time 
first seen until death, a period of 40 days, 
the weight loss was 4 pounds. 

He died on the 12th hospital day with 
dyspnea, orthopnea, edema, and mental 
confusion being very pronounced during 
the last 4 days. 

Requirements: State your diagnosis 
of the cause of death, giving reasons. 

What further examinations would you 
have made, if any? 


The Infant’s Water Needs 


The infant’s kidney is inefficient un- 
less an ample amount of water is given. 
A baby requires much more fluid per 
pound of body weight than an adult. It 
is a well known clinical observation that 
premature infants are very liable to 
edema, and the low rate of kidney clear- 
ance shown by our studies is the rea- 
son. Any infant who is short of water 
is likely to have renal failure; one who 
is fed on cow’s milk suffers sooner than 
a breast fed baby because his food con- 
tains more protein and salt. 

An infant needs more water whenever 
the output by bowel, lungs or skin is in- 
creased (diarrhea, vomiting, sweating, 
fever), because his urine volumes must 
not be allowed to fall. Water should be 


given, if the infant is feverish, but salt 
must be given as well if he is suffering 
from diarrhea or vomiting. The only 
electrolyte needed is salt, as the other 
minerals are supplied by the process of 
metabolism. 

Daily weighing is important, as the 
change in weight is a more sensitive in- 
dication of the water balance than are 
chemical studies of the blood. Too much 
saline solution shou'd not be given, as 
the salt must be excreted by the kidneys 
(edema follows). 5 percent dextrose 
solution in water may be given intra- 
venously, if edema is present or the 
baby is gaining in weight after taking 
saline solution.—WINIFRED YounG, M.D. 
in Proc. Royal Soc. Med., Mar., 1943. 





CLINICAL NOTES 


and 


ABSTRACTS 


Microfilm copies of any of the published papers here ab- 
stracted, up to 25 pages, may be obtained for 25 cents from 
Microfilm Service, Army Medical Library, Washington, D.C. 


Sciatica 


By WALTER E. DANDY, M.D. 
Johns Hopkins Hospital, Baltimore, Maryland 


HE history alone is adequate for the 

diagnosis of a ruptured intervertebral 
disc. The patient complains of a low 
back pain, plus sciatica down the back 
of one or both legs. The pain is intensi- 
fied, during acute attacks, by coughing 
and sneezing. There may or may not be 
diminished Achilles reflex (ankle jerk). 
This is best tested by having the patient 
kneel on a chair with the feet and ankles 
extended over the edge. (See Fig, 1.) 


ae. 1. Testing the Achilles reflex (ankle 
jerk). 


The reflex hammer, side of hand or 
other object is tapped against the prom- 
nent Achilles tendon. The normal re- 
sponse is a quick jerk backward (to- 
ward the sole of the foot). 

(Dr. Dandy is one of the most dis- 
tinguished neurological surgeons in the 
world today. Many authorities do not 
agree that it is as easy as this to make 
the diagnosis, although all agree that an 
intervertebral disc protrusion should be 


looked for if conservative treatment 
does not give relief to patients with per- 
sistent low back pain.—Eb.) 

oo 


Nervous and Mental Sequelae 
of Tropical Diseases 


Young Americans arriving in tropical 
countries find a totally different environ- 
ment. Moral standards are lowered; hu- 
man values are hardly worth mention- 
ing, and intemperances of every kind are 
the order of the day. Sexual promiscuity 
is to be found everywhere and, as a 
result, psychic conflicts and guilty feel- 
ings are set up in the white man’s con- 
science. 

Alcoholism has its relationship to sex- 
ual problems and its bearing on vitamin 
deficiencies in the tropics. There are 
also the hazards of food intoxication, or 
food poisoning, which may be followed 
by neurologic symptoms. Persons with 
worms and flukes not infrequently show 
neurologic or psychiatric symptoms. The 
dysenteries and diseases caused by para- 
sites may lead to neuropsychiatric se- 
quelae; as may infections of the blood 
stream. Malaria has numerous neurolog- 
ic sequelae. 

In times past, it was accepted that a 
person who went to the tropics must 
have been ‘‘queer’’ to begin with, but 
now explanations must be found for the 
personality changes and neurologic se- 
quelae. 

Residence in the tropics, sooner or 
later, causes the lowering of blood pres- 
sure and basal metabolic rate in many 
persons. Then, there is heat fever; re- 
sulting from the powerful heating effect 
of the tropical sun, wherein the heat 
regulating mechanism becomes over- 
taxed and fails to keep the body below 
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the temperature at which damage is done 
to body cells (especially nerve cells). 
Epileptic-like convulsions may persist for 
years thereafter, as may senile mental 
changes and severe headaches. Brilliant 
light results in temporary or permanent 
blindness. Night blindness results from 
overstimulation by bright light, and such 
men cannot carry on night flying, night 
watch or night sentry duty, yet may 
have perfectly normal day vision.—J. L. 
McCartney, M.D., in Penn. Med. J., 
June 1943. 
> 


Prognostic Spinal Fuid in Uremia 


It is possible to state within 2 minutes, 
after studying a specimen of cerebro- 
spinal fluid, whether or not the patient 
will die of uremia. Technic: boil equal 
volumes of spinal fluid and Benedict’s 
qualitative reagent for 2 minutes. The 
normal result is to get an opaque-green 
or yellowish green reduction, or a fine 
suspension of brown grains of copper 
oxide in a blue fluid. A clear, transparent 
green or yellow solution indicates a 
severe uremia, usually with a blood urea 
of over 200 mg. per 100 cc. and a fatal 
termination can be definitely stated.— 
G. C. Linper, M.D., in J. Cape Town 
Post-Grad. Med. A., Mar. 1943. 


+ 


Local Treatment of Pruritus Ani* 


Do not apply strong chemicals to the 
itching anus. They will aggravate the 
dermatitis. Use mild applications at 
first; discontinue the use of any medica- 
tion which causes irritation. 

To prevent scratching during sleep, the 
fingernails should be pared down and the 
patient should wear ordinary white cotton 
gloves, if there is evidence of scratching. 

Tell the patient to use water rarely and 
to use no soap, if the pruritus is at all 
marked, as water is taken up by the 
cells and swelling results. Baths should 
be tepid; both hot and cold baths cause 
a reflex vasodilatation and increased itch- 
ing. 

Colloid baths are very soothing. One 
cupful of bran, oatmeal, corn-starch, or 
linseed is added to one quart of water 
and boiled for 15 minutes. Water is added 
continually, so that the volume of the 
mixture is maintained, and the boiling 
continued until the gruel is of moderately 
thick consistency. It is then set aside to 
cool. The cooled gruel is poured into a 
large muslin bag, tied securely, and the 
bag swished around in a tubful of tepid 
water until nothing but husks remain in 
the bag, which may then be used as a 


*Med. Rec., Nov., 1942. 
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washrag. The bathwater should become 
white. After bathing for 10 to 20 minutes. 
using a superfatted soap, and washing 
only the hands, face, and feet, drying 
should be accomplished by patting, not 
rubbing, with a towel. 

Use soft toilet paper, or cotton and 
mineral oil, for cleaning around the anus 
after a bowel movement. 

Soothing applications: The skin should 
be cooled and dry before any medication 
is applied. A bland dusting powder con- 
sists of boric acid and talcum, 6 parts of 
each, and zinc stearate to make 60 parts: 
to be dusted on every 6 hours. 

If the skin is macerated or weeping, a 
modified calamine liniment (not lotion) 
should be used: 

R 

Tragacanth pulv. .......... 
Phenol 

Glycerine 

Calamine 

Zine oxide 

Olive oil 

Bergamot oil 

Aqua calcis 

Sig.: Insert a wedge of cotton which 
has been soaked in the liniment between 
the buttocks to keep apart the moist skin 
surfaces and to dry the tissues mildly. 
If this is too drying, the following paste 
may be used at night: 

ht 


Acid boric 
Zinc oxide 
Petrolatum 


CuHarLEs J. DruecK, M.D 
Chicago, Ill. 


os 
Papaverine in Cardiovascular 
Disease 


Papaverine, one of the opium alkaloids, 
does not have narcotic properties, but 
it does cause relaxation of smooth mus- 
cle, especially of blood vessels. It has 
been used in pulmonary embolism (in- 
travenously), in peripheral vascular oc- 
clusion, and in Raynaud’s disease. As it 
increases coronary blood flow, it is of 
value in treating coronary occlusion and 
angina pectoris. The dose for angina pec- 
toris is 1% gr. (0.1 Gm.) four times daily. 
When so used, fewer attacks appear, less 
pain is experienced, and walking capac 
ity is increased. 

For premature beats of ventricular, no 
dal, or auricular origin, larger doses are 
necessary (as much as 3 grains —200 mg. 
—four times daily). Smaller doses should 
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be used if possible, because the drug 
causes marked sleepiness. Papaverine is 
not habit forming.—A. J. Quick, M.D., in 
Wis. M. J., Dec., 1942. 


+ 


The Special Duty Nurse 


Special duty nurses are no longer a 
commodity but belong in the category of 
saarce material and technically trained 
personnel. The medical profession must 
guide the public in the proper use of 
these people for the benefit of the com- 
munity. 

In normal times, the free use of spe- 
tial nurses lightens the floor duties for 
the hospital nurses, simplifies the phy- 
sician’s efforts, pleases the patient and 
the nurse. 


Today, all physicians are being re- 
quested not to ask for such nurses unless 
some abnormality or complication 


arises. The obtaining of special nurses 
by the patient or family must be dis- 
couraged. 


Printed form ‘‘A’’ is soon to be given 


Massacnusetrs Generar Hospitar 
THE EFFECT OF WAR ON HOSPITAL SERVICE 


Nurses have gone to war. The Armed Services will require 
a large percentage of all registered nurses. This means fewer 
for civilian hospital needs. Special nurses will always be 
needed but should not be asked for by either doctors or pa- 
tients except for serious illness. The Boston hospitals have 
unanimously agreed to supply special surses, if obtainable, 
only upon order of the physician in charge. The hospital ad- 
ministration reserves the right to transfer nurses, with the 
physician's approval, when necessary to provide immediate care 
for very sick patients. 


The number of bespital floor nurses has also been greatly re- 
duced by the war. Patients should remember this before waking 
requests for special services. Each patient is asked to assist 
biaself insofar as his cundition permits. Visitors, flowers and 
telephone messages should be kept at a minimum so as to reduce 
the work of the nurses as much as possible. 


Hospitals are also having great difficulty in obtaining adequate 
numbers of other personnel: technicians, orderlies, ward helpers, 
maids, porters, elevator operators; in fact there isa shortage in 
every department. It will be heipful if patients remember this 
and accept delays and deficiencies in service that in normal times 
would not be tolerated. This is one of the disciplines of wartime. 


With a depleted medical staff, fewer nurses, and a reduced num- 
ber of employees in all departments, the Massachusetts General 


Hospital is trying to maintain its accustomed service to the 
community. 


The cooperation of all patients is requested. 


(Form ‘‘A’’) 


to each patient in every hospital in Bos- 
ton (the wording will vary slightly from 
hospital to hospital, of course). Each 
staff member will receive information 
relative to the ordering of special duty 
nurses and their release, both of which 
must be performed by the physician. 
Many physicians do not know that 
there is no reason why 12 hour service 
cannot be given, and that only two 
nurses need be occupied during the 24 
hour care of one patient. Those nurses 
who do 12 hour duty receive $7.50 per 
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day, which is in the same proportion as 
$5.00 for eight hours (plus board), so 
that the cost to the patient is the same 
for 24 hours of nursing care. 

Many nurses are anxious to work 12 
hours because of the increased cost of 
living and because it permits a greater 
amount of savings and free days. If the 
nursing care is not too strenuous, and 
the patient-nursing relationship satisfac- 
tory from a personality angle, the pati- 
ents almost always prefer 2 personali- 
ties rather than 3. — JoHN E. GorrELL, 
M.D., Boston, Mass. 


+ 


Management of Coronary Disease 


In the acute pain of coronary closure, 
% or % gr. (16 or 32 mg.) of morphine 
should be given, subcutaneously or in- 
travenously, followed by one ounce of 
whiskey, which relieves the spasm of the 
small vessels. Continuous oxygen ad- 
ministration should be given if pain per- 
sists, together with tincture of opium. 

Later, the patient should lose weight, 
endeavor to have the bowels move regu- 
larly, avoid gas-forming foods, reduce or 
discontinue tobacco in any form, chew 
his food properly, and avoid overeating. 
Rest after meals will prevent the appear- 
ance of discomfort.—F rep Witutus, M.D., 
in Med. World (Lond.), Nov., 1942. 


Sd 


Indications for Nasal Surgery 


Before accepting nasal surgery as in- 
evitable, one should be sure that an ade- 
quate diagnosis has been made. In an 
allergic patient, who may be detected 
by a personal or family history of hay 
fever, asthma, eczema, or urticaria, or 
by pale, grey, swollen turbinates, the 
offending cause should be removed first. 
Such organic diseases as diabetes, tuber- 
culosis, syphilis, anemia, and others 
must be ruled out. Unless the condition 
is urgent, non-surgical treatment (vac- 
cines, ephedrine-saline nose drops, con- 
stitutional therapy or Proetz sinus treat- 
ments) may be tried. Hasty surgical in- 
tervention should never be permitted; 
nor should nasal or sinus surgery be 
advised in the hope that it will be of 
benefit. 


When such surgery is carried out, it 
must be thorough, as the symptoms aft- 
er incomplete nasal operations are often 
more severe than before. Incomplete 
operations make for multiple operations, 
which accounts for the old saying, ‘‘One 
sinus operation means another.’’ 

After surgery, a proper follow-up is 
highly important. It is only by these 
means that the present low percent- 





252 


age of cures (70 percent in nasal sur- 
gery; 40 percent in sinus surgery) may 
be improved. At the same time, if sur- 
gery is definitely indicated, the patient 
should be told so at once, so that proper 
treatment can be given.—A. R. HOLLEN- 
DER, M.D., in E.E.N.T.M., Jan., 1943. 


+ 
Roentgen Treatment of 


Chronic Asthma 


Roentgen therapy of the chest will 
often help chronic asthmatics, especially 
if infection in the sinuses and bronchial 
tubes is present (in which case, thick 
green or yellow sputum is found). Re- 
sponse usually occurs within 2 weeks 
after the beginning of the treatment. 
Technic: ‘‘Crossfire’’ irradiation of large 
areas of the lungs through six fields; 
two fields are treated at once with a 
dose for the two fields of 200 r, and a 
total dose of 800 to 1,600 r—Ray M. 
BaLyEaT, M.D., in Am. J. Roent., Feb. 
1943. 

+ 


Birth Control 


What is the doctor’s responsibility in 
the birth control issue? It is a responsi- 
bility which has hitherto been accorded 
little place in medical practice and one 
which many doctors are still hesitant to 
assume. It is the responsibility of being 
the judicious, far-seeing, but friendly 
counselor of his younger married pa- 
tients in family planning. In most in- 
stances this will entail laying stress, ei- 
ther by innuendo or direct statement, on 
the desirability of having children, but in 
a few cases it will call for family limita- 
tion. It is thus a two-fold responsibility 
based on the belief that the trouble with 
birth control is likewise two-fold: there 
is too little of it and too much. 


Too little, for those women who re- 
quire it for health reasons; too much, 
in the case of healthy women who can 
well afford to have children.—N. J. East- 
MAN, M.D., in The Doctor and Birth 
Control. 

ys 


The Navy Doctor in War 
Burns 
Burns are a major item among casual- 


ties. Flash burns can be prevented by 
keeping the body covered with a flimsy 
sort of clothing. The treatment of burns 
consists of First Aid Treatment and De- 
finitive Treatment. The objects of the 
First Aid are: (1) to prevent the open 
wound from further contamination, (2) 
to relieve pain, (3) to prevent shock, (4) 
to decrease fluid loss. We also give sul- 
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fadiazine, 4 grams by mouth, in all case 
Next, we administer blood plasma i 
travenously, and % grain of morphine 
given at once. 

We do not use tanning in any form a 
a first aid measure. Pain 
promptly by vaseline or ointment, In al] 
second degree burns, 
toxoid is given. In cases of burns of th 
eye, 2% j 
used. 

In the definitive treatment, 


silver nitrate is advisable. 


Wounds 

Some doubt has been cast on the loca 
use of sulfonamides. Investigation show 
that in contaminated wounds, the dust 
ing in of sulfa drugs does harm; in clea 
wounds sulfa prevents infection. Ther 
is no question of the efficacy of sulfag 
taken internally as they reduce the in 
cidence of infection. 


Malaria 

It must be remembered that there 
no prophylaxis against malaria, Ev 
quinine and atabrine only suppress . 
and when their use is stopped, diseas 
develops. Without these ‘‘suppressive 
measures, a military operation in af 
heavy infected area, such as the Solo 
mon Islands, would be a failure. All of 
us must brush up on malaria and be o 
the lookout for its appearance in ou 
communities.—REAR ADMIRAL LUTHER 
SHELDON, JR., in Va. Med. M., June, 1943. 


+ 


Para-Aminobenzoic Acid 


Para-aminobenzoic acid, part of B- 
complex vitamins, because of articles 
which have appeared in the medical 
press concerning its value in the treat- 
ment of gray hair, has become the ob- 
ject of curiosity on the part of many 
physicians. 

“Preliminary Report on Para-Amino- 
benzoic Acid for Graying Hair,’’ written 
by Lydia DeVilbiss, M.D. of Miami, Flor- 
ida, was published in the Medical Wom- 
an’s Journal for November, 1942. In 
answer to our letter of inquiry, she 
writes, “I am continuing the work and 
keeping careful records and photographs. 
So far, with the exception of one who 
has taken it only several months, all 
those who take the tablets consistently, 
report noticeable darkening of the hair 
: -There are no further reports of 
deleterious or unhappy effects; many re- 
port that they feel an increased sense 





% cc. of tetanulcric 


DIGESTIVE TEST CAPSULE 


well being while taking the product 

.Dr. Upjohn of the Upjohn company 

now providing it . . . In the fall, I 

ould have enough data to write a sec- 

amd report, to be published in CLINICAL 
lievefrpIcINE.”” 

Dr. Barnett Sure, Head, Department of 

tanulcricultural Chemistry, University of 

of th kansas, Fayetteville, writes, ‘‘We have 


y conclusions concerning the role of 
‘@-aminobenzoic acid in the human be- 
ss very interesting article, 


tablets each day for 6 
os 


Digestive Test Capsule 
for Indigestion 


] By means of a digestive test capsule 
ne may learn how digestion is being 
arried on, The capsule, (see Fig. 1.) 
ontains beads attached to various di- 
estible substances* (fish, potato, meat, 
st, catgut, thymus); it is taken shortly 
‘ter a meal. 
The capsule test may be used in all 


Fig. 1—1, catcut bead; 2, thymus bead; 3, 
fish bone bead; 4, potato bead; 5, meat bead; 
6, mutton fat bead; 7, digestive test capsule. 


edge of the functions of the digestive 


tract is desired, Its use does not in- 
convenience the patient at all; he takes 
his ordinary foods and the stool is exam- 
* These food substances may be prepared at 
home or may be obtained, ready to give, at 
Eimer & Amend, 49 E. 34th St., New York 


City. The capsule must be used within a few 
days after its delivery. 
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ined to find the glass beads. They are 
washed in cold water, spread out and 
examined to see which _ substances 
remain. 

Under normal conditions, all the sub- 
stances will have disappeared except the 
potato peel. 


Disturbances of Intestinal Digestion 


Test Significance 
. All substances at- 
tached to beads 
are undigested 


. Indicates that 
carbohydrate, 
protein and fat 
foods are not 
digested; test 
gastric juices 
for achlorhydria. 

. The patient suf- 
fers from flatu- 
lence; he should 
eat much meat, 
butter and fat; 5 
gr. of taka-dias- 
tase is given 
three times dai- 
ly. 

-Nausea, 
taste, odorous 
flatus are  pres- 
ent; meat should 
be taken in small 
amounts, in fine- 
ly divided form. 

. Fat is not digest-|4. May be symp- 
ed tomless; stools 

are often of light 

color; attacks of 
abdominal pain 
may occur. 


. Starchy food is 
not digested 


. Meat 
gested 


is not di- bad 





Treatment 

In the mixed groups, the clinical pic- 
ture is hard to define because the var- 
ious symptoms are less marked. When 
the test shows that no foods are digested 
well, anorexia, general debility, ab- 
dominal pain and diarrhea are often 
found. Semifluid diets are given to these 
patients (milk, soft boiled eggs, soups, 
fine gruels, crackers or zwieback, tea, 
cocoa, malt, beer; later increased with 
fish, mashed potatoes, rice; finally, white 
bread, scrambled eggs and a_ small 
quantity of tender meat). The capsule 
test shows a better’ result after 
treatment. 

In the cases of partial intestinal dys- 
pepsia, the food that is not well 
digested is given in small amounts and 
in finely subdivided form. Where protein 
and fat digestion are impaired, the pan- 
creas preparations are of benefit. 

General measures: In our concern 
with drug and dietetic measures, we 
must not forget the general health of the 
patient. Baths, infra-red and ultraviolet 
therapy, relaxation, vacations, freedom 
from care—all these bring back health. 
—Max EInHorn, M.D. in Med. Rec., 
Feb., 1943. 





THUMBNAIL 
THERAPEUTICS 


Local Anesthetic for the Eye 
e For minor surgery upon the conjunc- 
tiva, such as removal of a pterygium, 
or removal of foreign bodies, the follow- 
ing solution will provide anesthesia and 
vasoconstriction: 

Cocaine hydrochloride 

Adrenalin chloride 1:1000 

Aquae dest 


—E.E.N.T.M., Sept., 1942. 


{A 2-percent solution of Butyn in plain 
sterile distilled water (use no chlorides), 
with or without epinephrine, is an es- 
pecially valuable anesthetic for eye op- 
erations.—Eb.] 


Bleeding 

@ In cases of cardiac dilatation, from 
whatever cause, in mitral or aortic le- 
sions or distention of the right ventricle 
in emphysema, when signs of venous en- 
gorgement are marked and when there 
is orthopnoea with cyanosis, the abstrac- 
tion of from 20 to 30 ounces of blood is 
indicated. This is the occasion in which 
timely venesection may _ save _ the 
patient’s life. It is particularly helpful 
in the dilated heart of arteriosclerosis.— 
Sm WILLIAM OSLER. 


Abdominal Distention 

@ The inhalation of 100 percent oxygen 
through a snugly fitting mask (as the 
B. L. B. mask) is an effective method 
of treating abdominal distention. The 
mask must be used continuously. An 
oxygen tent, nasal catheter, or leaky 
mask will not accomplish the result. 
The patient must be warned not to swal- 
low air.—W. M. Boornsy, M.D., in Arch. 
Phys. Ther., Oct., 1942, 


Anemia in Nephritis 

@ The best method of treating the ane- 
mia of nephritic patients is by giving a 
balanced diet of fruits, vegetables, and 
meats, together with iron. —A. FisHeEr, 
M.D., in Med. World (Lond.), Nov., 1942. 


Cystitis in Women 


@ Cystitis and cystitis-like distress 
women respond much more promptly 
dilating the urethra with sounds than 
vesical irrigations. Dilating sounds, 
larger and larger size, should be intro- 
duced once a week until a caliber of 30 
or 32 French is reached. Meatotomy may 
be required before large sounds can be 
used. Sulfathiazole or sulfadiazine should 
be given, in 10-grain (0.65.Gm.) doses, 
three times daily, if pus is found in the 
urine. If relief is not obtained in a few 
weeks, it may be assumed that the cause 
of the pus is a lesion in the bladder or 
kidneys, and a cystoscopic investigation 
should be made.—E. G. BaLLENGER, M.D., 
in Urol. & Cut. Rev., Sept., 1942. 


Acute Glaucoma 


@ Acute, congestive glaucoma may be 
cured by the administration of sulfanila- 
mide in 15 gr. (1.0 Gm.) doses three 
times daily. When successful, results are 
apparent in 24 hours.—F, V. GamMMaAcE, 
M.D., in E.E.N.T.M., Nov., 1942. 


Renal Decapsulation for 
Sulfonamide Oliguria 


e A patient with sulfathiazole oliguria 
was cured by the removal of the cap- 
sules from both kidneys. The kidneys 
were swollen inside their capsules; they 
expanded noticeably when the capsules 
were incised. — M. L. WEINSTEIN, M.D., 
in Am. J. Surg., Apr., 1943. 


Cold for Burns 


e Burns may be treated by thoroughly 
and gently cleaning, sprinkling with sul- 
fadiazine powder, covering with vaseline 
gauze (one or two thicknesses), and sur- 
rounding with icebags or electric re- 
frigerating equipment.* Pain is relieved 
as soon as the tissues become cool, and 
swelling stops. Cooling is continued un- 
til healing is well under way.—L. W. 
CrossMAN, M.D. in N.Y.S.J.M., May 15, 
1943. 


*Supplied by Therm-O-Rite Products Co., 
Buffalo. 
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Diagnostic Significance of 
Indicanuria 

Indicanuria proves the presence of pu- 
trefaction (usually intestinal) of proteins. 
Indol is not an indifferent compound. 
There is experimental and clinical evi- 
dence of its toxicity. For example, a man 
complained of burning pain in the palms 
of his hands and soles of the feet, and 
there was an intense redness in the 
palms and fingertips. All signs and symp- 
toms disappeared after 3 days on a pro- 
tein-free diet.—L. LicnHtwirz, M.D., in 
Rev. Gastroent., Oct., 1942. 


[A simple test for indican: To 5 cc. of 
urine in a test tube, add 5 cc. of Ober- 
mayer’s reagent; mix, and add 15 drops 
of chloroform; shake and allow the 
chloroform to settle. A blue color in the 
chloroform indicates the presence of in- 
dican. A pink color is caused by ingestion 
of iodides. Obermayer’s reagent consists 
of 3 Gm. of ferric chloride and 1,000 cc. 
of fuming hydrochloric acid.—Eb.] 


Blood Pressure 


¢ A rising blood pressure, in the absence 
of edema, should suggest an acute exac- 
erbation of a chronic nephritis. — H. 
McLean, M.D., in Med. World (Lond.), 
Nov., 1942. 


Glaucoma 


¢ An infant with glaucoma should be 
suspected of having syphilis. A patient 
with acquired glaucoma, for which no 
other cause can be found, should be 
examined for syphilis.—E.E.N.T.M., Nov., 
1942, 


Glyeosuria and Urine Retention 


* Strongly positive reactions for sugar 
may be found in patients with residual 
urine (incomplete emptying of the blad- 
der). Any patient with glycosuria should 
be catheterized after he has urinated as 
much as possible. If this factor is for- 
gotten, the patient may be given over- 
doses of insulin——H. F. Roor, M.D., in 
N.Y.S.J.M., Dec, 15, 1942, 


Activity for Paralysis Agitans 
(Parkinsonism ) 


e@ The Parkinsonian patient is much im- 
proved by activity. It has long been noted 
clinically that the patient with paralysis 
agitans who retains his regular work is 
much better than the patient who sits 
down, or lies down, much of the time. 
Hyoscine, stramonium, atropine, or bel- 
ladonna administration yields persis- 
tently good results, only if the patient 
becomes active; otherwise, increasing 
doses of the drugs become necessary 
until they are finally ineffective, the pa- 
tient becomes rigid and the tremor more 
marked. Routine exercises should be pre- 
scribed.—A. M. Rasiner, M.D., in 
N.Y.S.J.M., June 1, 1943. 


Pus in the Neck 


@ In hunting for pus deep in the neck, 
find the carotid sheath and follow it. 
It is the natural highway for pus and 
for the surgeon in pursuit of pus.—J.A. 
M.A., Nov. 21, 1942. 


Urinalysis 

@ The physician who does not examine 
the urine of every patient who consults 
him will sooner or later treat as indiges- 
tion a case of uremia.—LaNGpoNn Brown, 
M.D., in Med. World (Lond.), Nov., 1942. 


Food Allergy 

@ The cutaneous manifestations of food 
allergy show a wide variation in sever- 
ity. They principally consist of urticaria 


(‘‘hives’’), angioneurotic oedema 
urticaria), eczema (atopic dermatitis), 
petechial rashes (purpura), acne vul- 
garis, and not infrequently various de- 
grees of itching.—Med. World. Nov. 20, 
1943. 


(giant 


The Early Diagnosis of Rickets 

e An increase in the amount of phos- 
phatase in the blood serum or plasma 
may be the first definite sign of rickets. 
—C. L. Reev, M.D. in “Vitamin D” 
(University of Chicago Press). 


Albuminuria 


@ One-half of the cases of albuminuria 
found in pregnant women are due to ur- 
inary infection with colon baccilli.—G. F. 
GrpBaRD, M.D., in Med. World (Lond.), 
Nov., 1942. 
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NEW BUOh 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 


What a sense of security in an old book 
which Time has criticized for 
us!—LOWELL 
o 


THE AMERICAN ILLUSTRATED 
MEDICAL DICTIONARY 


Dorland 


THE AMERICAN ILLUSTRATED MEDICAL 
DICTIONARY: A Complete Dictionary of 
the Terms used in Medicine, Surgery, Den- 
tistry, Pharmacy, Chemistry, Nursing, Vet- 
erinary Science, Biology, Medical Biogra- 
phy, ete. By W. A. Newman Dorland, A.M., 
M.D., F.A.C.S., Lieut.-Colonel, M.R.C., U.S. 
Army; Member, Committee on Nomencla- 
ture, American Medical Association. With 
the collaboration of E. C. L. Miller, M.D., 
Medical College of Virginia. Nineteenth Edi- 
tion, Revised and Enlarged. 1,647 pages. 
914 illustrations, including 269 portraits. 
Philadelphia and London: W. B. Saunders 
Company. 1943. Price, plain, $7.00; thumb- 
indexed, $7.50. 

Dorland’s dictionary has been a classic for so 
many years that it is difficult to review. With 
it at hand, one can rapidly determine the 
meaning of any word used in medicine or the 
related sciences (biology, chemistry, phar- 
macy, veterinary science). Also, one can ob- 
tain a thumbnail biography of famous medical 
men or refer to an illustration of a part of 
the body. The colored illustrations of the ven- 
ous system are especially good. 

The definitions are clear and concise. When 
a word may be spelled in several different 
ways, all are listed. More than 2,000 new 
words have been added to this edition. 


2 


FUNDAMENTALS OF IMMUNOLOGY 
Boyd 
FUNDAMENTALS OF IMMUNOLOGY. By 

William C. Boyd, Ph.D., Associate Profes- 

sor of Biochemistry, Boston University, 

School of Medicine; Associate Member, 

Evans Memorial, Massachusetts Memorial 

Hospitals, Boston, Mass. 45 illustrations. 

New York: Interscience Publishers. 1943. 

Price, $5.50. 

The author has, within comparatively brief 
limits, presented the modern concepts of im- 
munology. No historical information is given, 
thus reducing the amount of material and its 
complexity. 

Although primarily produced for the student 
in medicine and ancillary sciences, the sub- 
ject is so clearly and interestingly handled 
that many physicians who wish to have a 
knowledge of present day immunology may 
read it in their spare time with much profit 
and not too much labor. 

References are given to all modern work. 
The author's style is refreshing—clear, brief, 
and touched with humor. 


THE KENNY CONCEPT OF INFANTILE 
PARALYSIS AND ITS TREATMENT 


Pohl 

By John F. Pohl, M.D., Clinical Assistant 

Professor of Orthopedic Surgery, University 

of Minnesota; Attending Orthopedic Sur. 

geon, Minneapolis General Hospital. In col- 
laboration with Sister Elizabeth Kenny, 

Honorary Director of the Elizabeth Kenny 

Clinics of Australia; Honorary Director of 

the Elizabeth Kenny Institute, Minneapolis; 

Guest Instructor, University of Minnesota 

Medical School. With a foreword by Frank 

R. Ober, M.D. President, The American 

Orthopedic Association. Copyright 1943. 

Bruce Publishing Company, Minneapolis and 

Saint Paul: Price $5.00. 

This book presents, in clearly written steps, 
the various maneuvers that make up the Ken- 
ny treatment of infantile paralysis. The var- 
ious muscles are illustrated and the steps of 
teaching proper recovery of function are 
described in the text. 

The book is divided into three main sec- 
tions, concerning itself with the acute, the 
convalescent and the chronic stages of polio- 
myelitis. 

This book cannot have too wide a sale. 


a 


CHEMOTHERAPY OF GONOCOCCIC 
INFECTIONS 


Herrold 


CHEMOTHERAPY OF GONOCOCCIC IN. 
FECTIONS: By Russell D. Herrold, B.S. 
M.D. Associate Professor of Surgery (Urol- 
ogy) College of Medicine, University of Illi- 
nois, Chicago, Illinois. St. Louis, Mo.: The 
C. V. Mosby Company, 1943. Price $3.00. 

The chapter on differential diagnosis of 

gonorrhea in the male, alone, is worth the 

price of this slim volume. The author pre- 
sents the different possibilities and suggests 
how they may be diagnosed. ; 

Practical points are given on prevention of 
venereal diseases, on use of the various 
sulfonamides, and the limited use of urethral 
injections, preferably with acriflavine. _ 

Every urologist and general practitioner 
should have this manual. The gynecologist 
and the pediatrician will be interested in the 
sections on gonorrhea in women and children, 
respectively. 

The author presents a well rounded concept 
of diagnosis and treatment. 


a 


RELIGION AND HEALTH 


Hiltner 


RELIGION AND HEALTH. By Seward Hilt- 
ner, Executive Secretary, Commission on 
Religion and Health, Federal Council of the 
Churches of Christ in America, Inc. New 
York: The Macmillan Company. 1943. Price, 
$2.50. 

Clinical training for the clergy seems quite a 

change from the old traditional method of as- 

sociating pastors with prayer and physicians 
with pills. 

Thinking physicians have long wished that 
they had help in the management of thow- 
sands of patients who need mental guidance 
as well as physical guidance. This book is an 
endeavor to bring both professions closer to- 
gether in their mutual efforts. 

For the clergyman who can see beyond 
“converting the sinner’’ and moralizing, and 
the physician who can see beyond sympto 
matic treatment, this text is interesting 
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